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Abstract

Problem: Type II workplace violence (WPV) in acute care hospital settings has become an
epidemic of costly proportions in the United States. Regulatory mandates and healthcare
accreditation standards increasingly require healthcare employers to provide a safe and healthy
healing environment for patients and a safe work environment for staff. Implementation of a
comprehensive WPV prevention program depends largely on organizational culture,
participation and commitment from key stakeholders, and readiness for change.
Context: The patient-clinician relationship has drawn urgent attention, as healthcare
organizations around the world implement key components of WPV prevention programs. The
clinical management of patient aggression in non-emergency department and non-behavioral
health settings (e.g., medical-surgical, telemetry, and step-down acute care units) has presented a
unique knowledge gap for healthcare staff not traditionally trained to provide care for patients
who present with aggression and/or behavioral crises.
Interventions: The project interventions focused on quantitative and qualitative evidence to
develop, implement, and evaluate an integrated WPV prevention staff education course, to
improve staff knowledge about WPV prevention and improve staff attitudes about managing care
for aggressive patients. The course integrated organizational policies and protocols for violence
risk assessment and behavioral emergency response codes.
Outcome Measures: Outcomes were measured by pre- and post-intervention surveys, data
analyses, staff education evaluation forms, and anecdotal findings from participant feedback.
The outcomes measured showed an improvement in staff knowledge (29.4%, n = 8) and attitudes
(14.7%, n = 8) after the WPV prevention education course. The project was successfully
implemented in a major healthcare care system in San Diego, California, and provided valuable
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guidance in the development of integrated frontline nursing education as part of a comprehensive
WPV prevention program.
Keywords: violence, workplace violence, workplace violence prevention program, crisis
intervention, behavioral distress, nursing, psychiatric nursing, nursing leadership, mental
health, behavioral health, healthcare
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Section II: Introduction
Problem Description

Workplace violence (WPV) in healthcare settings has become a serious epidemic in the
United States. The Occupational Safety and Health Administration (OSHA, 2018a) defines WPV
as “any act or threat of physical violence, harassment, intimidation, or other threatening
disruptive behavior that occurs at the work site. It ranges from threats and verbal abuse to
physical assaults and even homicide” (para. 2). In all occupational industries, nearly two million
American workers are victims of WPV each year, while many more cases go unreported (OSHA,
2018a). Even if no physical injury occurs, threats, abuse, intimidation, hostility, harassment, and
other forms of verbal violence cause significant psychological trauma and can potentially
escalate to physical violence. From 2002 to 2013, the rate of serious WPV incidents (those
requiring days off for an injured worker to recover) was more than four times greater in
healthcare than in private industries and accounted for nearly as many serious violent injuries as
all other industries combined (OSHA, 2018b).
While the definition of WPV is quite broad and includes criminal acts committed by
external parties (i.e., a disgruntled former employee or a mass casualty incident) and incidents of
lateral violence or incivility (i.e., bullying among co-workers), this project addresses WPV only
in the context of the clinician relationship with patients, family members, and visitors in acute
care hospital settings, which is classified as type II WPV by the Centers for Disease Control and
Prevention (CDC, 2013). According to the Bureau of Labor Statistics, patients are the largest
source of violence in healthcare (OSHA, 2018b). In 2013, patient interactions caused 80% of
reported serious violent incidents of healthcare work injuries resulting in time away from work
(OSHA, 2018b).
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The ubiquity of WPV and its profound ripple effects on healthcare staff cannot be
understated. As part of the American Nurses Association’s (ANA, 2014) “Healthy Nurse,
Healthy Nation Challenge,” a 2014 health risk appraisal surveyed 3,765 registered nurses (RNs)
and nursing students. Twenty-one percent of respondents reported being physically assaulted,
and over 50% of respondents stated they were verbally abused in a 12-month period. In 2013,
the most common causes of violent physical injuries resulting in days away from work across
several healthcare occupations were hitting, kicking, beating, and/or shoving (ANA, 2014).
Healthcare organizations are challenged to address type II WPV, as the problem has
grown beyond emergency department (ED) and behavioral health (BH) settings to other acute
care hospital units, where healthcare staff generally do not possess the training and skillsets to
assess and treat behaviorally aggressive patients. Special attention should be given to patient
populations that commonly present with comorbidities that compound the potential for violence
in a variety of acute care hospital settings. According to Langås, Malt, and Opjordsmoen (2011),
patients with comorbid psychiatric and substance abuse, as compared to those with a single
disorder, run a higher risk of delayed diagnosis, more severe psychopathological symptoms, less
compliance with treatment, less therapeutic treatment, more impaired social functioning,
increased ED admissions, higher prevalence of physical comorbidity, and suicidal ideation.
These patients are also more likely to suffer from unemployment and homelessness and
perpetuate violent or criminal behavior. Poor outcomes for these patients are especially alarming
and call for more urgent substantial research on patients with comorbidities.
In addition to comorbid psychiatric and substance abuse disorders, there are varying risks
for violence (e.g., potential harm to self and/or others) in patients who may exhibit aggression or
behavioral challenges, including those suffering from homelessness (Deck & Platt, 2015);
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dementia and Alzheimer’s disease (Alzheimer’s Society, 2019); neurological disorders,
including traumatic brain injury and seizure disorders (Lane, Kjome, & Moeller, 2011);
intellectual and developmental disabilities (Antonacci, Manuel, & Davis, 2008); and forensic
disorders associated with criminal behavior. Increasing U.S. media reports have exposed tragic
self- and other-directed violence as the result of psychosocial disorders, e.g., lateral violence or
bullying and social isolation (Ireland & Power, 2004). Lastly, trauma victims who have survived
traumatic events and major life stressors, e.g., domestic violence, death of a loved one, loss of
employment, and natural disaster, also have the potential to perpetrate aggression due to
inadequate coping mechanisms (Taft et al., 2009). An organization must be prepared to address
the needs of this highly variable, often marginalized, patient population who require integrated
assessment and treatment in a variety of acute care settings.
Available Knowledge
The articles included in this literature review support the implementation of a
comprehensive, integrated WPV staff education course for non-BH and non-ED healthcare staff
to effectively manage patient aggression in acute care hospitals. The patient, intervention,
comparison, outcome, and time (PICOT) question was: For adult patients in non-BH and non-ED
acute care settings (e.g., medical-surgical/telemetry/step-down units) who exhibit aggression
toward clinical staff, does integrated staff education and training for crisis prevention and
intervention, instead of maintaining the status quo with limited or voluntary staff education for
those units, improve staff knowledge and attitudes about managing the care of aggressive
patients? The timeframe to evaluate the PICOT question was June 2020 to September 2020
(three months post-implementation).
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A search of CINAHL, PubMed (MEDLINE), DynaMed, PsycINFO, Agency for
Healthcare Research and Quality (AHRQ) reports, and Google Scholar databases was conducted
using the following search terms: crisis, emergency, work*, violence, education*, staff, hospital
‘or’ acute care, and psychiatr* or behavior*. Search parameters for all databases included
articles with these search terms in the titles, abstracts, and/or major subject headings that were
international, peer-reviewed, research articles, published in English in academic journals, with
publication dates ranging from 2003 to 2018. The search was narrowed to 13 articles that were
chosen from major subheadings of crisis prevention and crisis intervention, and from nursing,
medical, psychiatric, and environmental safety journals. Peer-reviewed quantitative, qualitative,
integrated reviews, systemic reviews, and scope review articles were validated by utilizing the
Johns Hopkins Nursing Evidence-Based Practice Research Evidence Appraisal Tool (see
Appendix A). All publications were found to be relevant and timely to the topic and were
selected to create an Evaluation and Synthesis Table for Evidence-Based Literature Review (see
Appendix B).
The PICOT strategy yielded a variety of evidence-based practice (EBP) publications on
WPV staff education in hospital settings. While the strategy yielded very limited quantitative
research, there was a plethora of qualitative research, including synthesis reviews that used a
culmination of emerging evidence in WPV prevention programs. The evidence also indicates
that quasi-experimental, pre-post intervention studies aim to evaluate the effect of education on
staff knowledge and attitudes about WPV. This finding suggests staff education and training for
the clinical management of patient aggression is an area of emerging research strongly driven by
non-randomized, frontline interventions that may or may not decrease WPV incidence.
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WPV prevention education, specifically designed for non-BH and non-ED healthcare
staff, is limited; therefore, transferability to other acute care units is an area ripe for quality
improvement (QI). Specifically, limitations include a lack of WPV prevention protocols (i.e.,
process map or flowchart) and frontline QI tools (i.e., violence risk assessment [VRA] screening
tools) for comorbid patients outside of the ED and the inpatient BH settings for which there is
very little research (Joint Commission [JC], 2018).
The review of evidence included a randomized control trial (RCT), a systematic review
of RCTs, four quasi-experimental studies, three comparative studies, a scoping review, a
thematic analysis, and two expert reviews of clinical practice guidelines. While the effectiveness
of WPV staff education and its key components, holistically and individually, will require
substantial research over time, an integrated review of the evidence shows initial results are
promising. Current evidence suggests that several WPV prevention program components, such
as policy, protocol, structured VRA, staff education, interdisciplinary team communication,
documentation (e.g., incident reporting), and environmental surveillance, result in varying effects
on staff knowledge and attitudes about managing care for aggressive patients and, overall, on
WPV incidence.
Arnetz et al. (2017) conducted a cluster RCT of 15,000 healthcare workers in 41 units at
seven hospitals in the Midwestern United States. Participants were randomized into intervention
(n = 21) and control (n = 20) groups. To reduce the bias of skewed data from staff
underreporting of WPV incidents, the researchers compared self-reporting staff questionnaires to
the hospital system’s electronic incident reporting tool, which indicated a similar rate of
underreporting (88%) in both intervention and control units. Supervisors on intervention units
received unit-level WPV data to facilitate the development of a WPV prevention action plan or
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protocol. The protocol included a VRA screening tool via an adapted checklist for staff to
identify violence risk factors and evidence-based administrative, behavioral, and environmental
strategies. Administrative strategies included a mandatory structured incident reporting tool,
more immediate expert consultation and intervention by a multidisciplinary team (i.e., psychiatry
and security), and monthly WPV prevention meetings with the safety and security committees.
Behavioral strategies included staff education about de-escalation techniques and team-building.
Environmental strategies included panic alarms installed on intervention units and more frequent
rounding by security. No interventions were conducted on control units. Measured outcomes
were rates of WPV incidence and healthcare worker injuries across study groups over a five-year
period. At six- and 24-months post-intervention, WPV incidence was significantly lower on
intervention units compared with control units (incident rate ratio [IRR] 0.48, 95% confidence
interval [CI] 0.29 to 0.80; and IRR 0.37, 95% CI 0.17 to 0.83, respectively). Arnetz et al.
concluded that data-driven interventions, including protocol, VRA, staff education, and
interdisciplinary team communication, effectively decrease risks of type II WPV and associated
worker injuries.
Kynoch, Wu, and Chang (2011) conducted a systematic review of 10 RCTs
internationally published between 1992 and 2006, all of which evaluated the effectiveness of
interventions for preventing and managing aggressive patients in acute hospital settings. The
researchers identified types of aggression as verbal abuse, nonverbal abuse, physical violence,
threatening behaviors, and assault. All the studies evaluated one or more interventions to prevent
or mitigate violence, including administration of as needed or PRN medications, mechanical
restraint, and seclusion; clinician behaviors, such as verbal de-escalation techniques, body
language, recognition, and prevention strategies; environmental surveillance; limit-setting for
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patients; and decreasing nurse-to-patient staffing ratio. The primary outcome measured was
patient aggression. Secondary outcomes included staff injuries, staff confidence, staff
knowledge and attitudes, staff skill level, stress/anxiety levels among staff, patient injuries, and
early recognition of aggressive behaviors. Kynoch et al. concluded there was evidence to
support using staff education to improve knowledge and attitudes in managing aggressive
patients, and using chemical and mechanical restraints to reduce the risk of harm to patients and
staff.
Morphet, Griffiths, Beattie, Velasquez Reyes, and Innes (2018) conducted a scoping
review of 20 articles that evaluated the effectiveness of key interventions of WPV prevention
programs to prevent and manage WPV incidence perpetrated by patients in healthcare settings.
Scoping reviews, versus systematic reviews, that address specific research questions are helpful
to map the broad range of research activity of an emerging topic that has not been extensively
reviewed (Pham et al., 2014). Morphet et al. concluded that several interventions reduced WPV
incidence, including a structured VRA screening tool; staff education consisting of early
recognition of violence risk factors, communication and de-escalation techniques, and evasive
self-defense; interdisciplinary behavioral rapid response teams (BRRTs); and increased visibility
via environmental surveillance (transparent panels/windows in treatment areas to reduce access
to weapons, adequate lighting, and cameras). In contrast, incident reporting and post-incident
debriefing increased WPV incidence due to increased staff awareness (Morphet et al., 2018).
More scoping reviews would be beneficial to help evaluate the individual and holistic effects of
key components of WPV prevention programs.
Casteel et al. (2009) conducted a comparative study to evaluate changes in WPV
incidence in acute care hospitals in California and New Jersey before and after the enactment of
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state legislative policy. The California Hospital Safety and Security Act of 1995 requires acute
care hospitals to develop comprehensive WPV prevention plans using OSHA’s regulatory
Guidelines for Security and Safety of Health Care and Community Service Workers. Casteel et
al. compared pre- and post-enactment employee assault rates in California (n = 116) EDs and
psychiatric units with those in New Jersey (n = 50), where statewide WPV regulations did not
exist at the time of the study. Assault rates in California hospitals were compared between a
three-year pre-enactment period (1993 to 1995) and a six-year post-enactment period (1996 to
2001) using New Jersey hospitals as a control. Assault rates among ED staff decreased by 48%
in California post-enactment, compared with ED staff assault rates in New Jersey (IRR = 0.52,
95% CI = 0.31, 0.90). BH units at for-profit hospitals (IRR = 0.41, 95% CI = 0.19, 0.85) and
hospitals located in smaller communities (IRR = 0.44, 95% CI = 0.21, 0.92) also experienced
decreased assault rates post-enactment (Casteel et al., 2009).
Peek-Asa et al. (2007, 2009) conducted similar comparative studies of ED and BH
units/facilities in California and New Jersey pre- and post-legislation that mandated
comprehensive WPV prevention programs in California, but not in New Jersey, at the time of
comparison. In both studies, Peek-Asa et al. concluded that there are gaps in legislative and
regulatory compliance that should be addressed via a comprehensive, integrated approach to
coordinate the components of policy, protocol, staff education, security, and environmental
strategies. Sustainability is more likely with multidisciplinary and representative input from the
staff and management and the enforcement of current OSHA guidelines. Other approaches, such
as licensing and accreditation requirements through agencies such as JC and Centers for
Medicare and Medicaid Services (CMS), stronger evidence to bolster emerging best practices,
and visible engagement by leadership are also important considerations.
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Particularly regarding staff education, Peek-Asa et al. (2007) noted it is common for
hospitals to use existing packaged WPV prevention training programs, which do not include
information about the organization’s specific policies, protocols, and potential risk factors.
Hospitals also fail to include many employees in the required training (e.g., physicians and nonED/non-BH staff). Nearly half of the education programs are one hour or less, which is
insufficient to cover all the necessary material. Integrating legislative policy and regulatory
compliance into staff education strategies may help develop comprehensive WPV prevention
programs that increase patient and staff safety (Peek-Asa et al., 2007).
Some of the most promising research regarding WPV staff education focuses on the
effectiveness of interdisciplinary team communication during behavioral crises. Wong, Wing,
Weiss, and Gang (2015) conducted a quasi-experimental study of 162 ED staff members that
measured the effect of structured simulation-based training on staff attitudes about managing
patient aggression. The staff education focused on early communication, formal roles and
responsibilities of each team member, de-escalation strategies, and structured debriefing. Wong
et al. (2015) measured staff attitudes using the Management of Aggression and Violence Attitude
Scale, which is validated and reliable in ED and BH settings. The researchers found that
simulation-based training significantly improved staff attitudes about patient factors (p <
0.0001), staff factors (p < 0.002), and situational factors (p < 0.001); however, change in staff
attitudes toward the actual management of patient aggression was not statistically significant (p =
0.542). Simulation-based training also encourages interdisciplinary teamwork due to its inherent
ability to promote peer-to-peer interaction in a realistic but safe environment. Wong et al. (2018)
conducted a thematic analysis of 57 interdisciplinary frontline employees at two hospitals, which
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found that simulation-based training improved team cooperation and learning during behavioral
emergencies.
Other research on WPV staff education focused on staff awareness, knowledge, and
competence in recognizing violence risk factors and utilizing effective intervention strategies.
Adams, Knowles, Irons, Roddy, and Ashworth (2017) conducted a quasi-experimental study of
48 WPV incidents initiated by 21 patients on two adult medical units at an academic hospital in
Australia. Data were gathered from incident reports made by direct care workers (n = 65),
including nurses, nurse assistants, and patient care assistants. Questionnaires were distributed
before and after staff education, administrated by a clinical expert, and included strategies to
prevent and manage WPV incidents. Components of the staff education included early
recognition of signs and symptoms of potential violence, staff using a buddy system when
entering the aggressive patient’s room and using safety precautions on the unit, and consistent
hand-off reports at shift change. Post-intervention, staff knowledge increased significantly (p =
0.001, CI = 0.256-0.542), the use of verbal de-escalation techniques increased significantly (p =
0.011), and the overall frequency of WPV incidents decreased from 30 to 17 (Adams et al.,
2017).
Price and Baker (2012), in a thematic synthesis review of 11 international articles, also
found that de-escalation techniques are a set of therapeutic interventions frequently used to
prevent behavioral crises. Several interventions related broadly to staff competencies regarding
WPV prevention, including establishing trust and therapeutic rapport with the aggressive patient,
maintaining personal control and self-awareness, and verbal and nonverbal de-escalation skills.
Other interventions related to the process of WPV intervention included ensuring safe conditions
for de-escalation and two sub-themes: autonomy confirming interventions and limit-setting or
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authoritative interventions (Price & Baker, 2012). De-escalation techniques are an example of a
complex intervention that has been overlooked by nursing education initiatives. It is often
assumed that staff can perform these techniques in clinical practice.
Gillespie, Gates, and Mentzel (2012) performed a quasi-experimental pre-post
intervention study using a variety of educational methods for managing aggressive patients. The
researchers evaluated the learning outcomes of 315 frontline employees from three EDs. Unit 1
– Unit 3 received only web-based education. Unit 4 received a hybrid of web-based then
classroom-based education to apply web-based learning. Significant knowledge attainment was
noted for both the web-based and hybrid cohorts (p < 0.001). There was no significant
difference in knowledge attainment between employees who completed the web-based learning
only and employees who completed the hybrid education (p = 0.136). The results of this study
support utilizing web-based and classroom-based education as adjuncts to simulation-based
training to create cost-effective continuing education opportunities for staff (Gillespie et al.,
2012).
McPhaul et al. (2008) conducted a retrospective expert review of 10 psychiatric and
addiction treatment facilities that underwent environmental audits to determine risk factors for
type II WPV. Results were grouped by the impact on access control, the ability to observe
patients (natural surveillance), patient and worker safety (territoriality), and activity support.
Findings suggested that if environmental flaws in these areas were corrected, staff, patient, and
visitor safety and security would improve, which ultimately would reduce the fear and
unpredictability of WPV events. McPhaul et al. noted that the Prevention through Design
initiative from the National Institute for Occupational Safety and Health (NIOSH) sparked
healthcare leaders to develop innovative solutions to creating healing environments. The science
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of evidence-based design shows promise of improved patient outcomes associated with natural
light, nature views, noise reduction, and temperature control. An integration of occupational
safety and holistic healing designs, coupled with security technology, may support
comprehensive environmental surveillance that augments WPV prevention programs (McPhaul
et al., 2008).
McPhaul, London, and Lipscomb (2013), in an expert review of clinical practice
guidelines, examined emerging trends of healthcare organizations that were committed to
developing WPV prevention programs. The article sets nursing leadership at the forefront of
generating facility-level EBP to build a framework for developing comprehensive prevention
programs. The framework used state mandates, OSHA’s Guidelines for Prevention of
Workplace Violence in Health and Social Services, and JC’s Environment of Care accreditation
standards to promote safety culture. This framework allows organizations to customize their
cost-effective strategies in VRA and mitigation, staff education, documentation and recordkeeping, and periodic evaluation of the effectiveness of components of the program (McPhaul et
al., 2013).
A synthesis of the literature revealed that several WPV prevention program components,
such as legislative policy and regulations (Casteel et al., 2009; Peek-Asa et al., 2007, 2009) and
organizational protocol (Arnetz et al., 2017; Kynoch et al., 2011; Morphet et al., 2018), with a
structured VRA (Arnetz et al., 2017; Morphet et al., 2018), have varying degrees of effectiveness
for decreasing WPV incidence. Integrated simulation-based and hybrid staff education, with a
focus on interdisciplinary team communication, shows significant correlation to the
improvement of staff knowledge and attitudes about managing care for aggressive patients
(Adams et al., 2017; Casteel et al., 2009; Gillespie et al., 2012; Kynoch et al., 2011; Morphet et
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al., 2018; Peek-Asa et al., 2007, 2009; Price and Baker, 2012; Wong et al., 2015, 2018). Lastly,
documentation including incident reporting (Arnetz et al., 2017; McPhaul et al., 2013) and
environmental surveillance (Arnetz et al., 2017; Morphet et al., 2018) are congruent with
federal/state regulatory recommendations and accreditation standards to mitigate risks and
evaluate outcomes of WPV prevention interventions. All of these components, individually and
synergistically, should be considered when developing and implementing WPV prevention staff
education.
WPV prevention and intervention are emerging healthcare topics that will require further
and intensive research to expand upon standards of EBP. Healthcare organizations must seek the
culmination of evidence-based initiatives that drive system-wide solutions to develop and
implement a comprehensive WPV prevention program. This QI project relied on additional
sources related to emerging standards of practice for facility-specific implementation.
Rationale
The improvement themes for the project were based on the Institute for Healthcare
Improvement’s (IHI) Quadruple Aim model for healthcare system improvement, which
encompasses (a) enhancing patient experience, (b) improving population health, (c) reducing
costs, and (d) improving the work-life of healthcare providers, including clinicians and staff
(Bodenheimer & Sinsky, 2014). Despite the valid argument that customer satisfaction measures
and EBP accomplish the first three aims, this improvement model is widely accepted as the new
cornerstone for QI initiatives because the fourth aim is only achievable with major buy-in from
staff and organization-wide support.
The fourth aim was a major driver of the project, as WPV continues to take a physical,
mental, and financial toll on healthcare workers. According to a survey of 20,000 RNs
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conducted by AMN Healthcare (2019), 41% of RNs reported being victims of WPV; another
27% say they have witnessed WPV. There are increasingly alarming media reports of nurses and
healthcare workers being verbally abused and physically assaulted at work, which additionally
may take a reputational toll on an organization. To set clear standards for how healthcare
systems should protect their workers, professional nursing organizations, such as the ANA
(2015), the Emergency Nurses Association (2019), the American Psychiatric Nurses Association
(2008), and the American Organization of Nurse Leaders (2014), advocate for the
implementation and/or evaluation of zero tolerance WPV policies. These guidelines are
designed for organizational leadership to publicize expectations and standards of behavioral
conduct to provide safe, therapeutic, healing environments for patients and staff. While criminal
prosecution of patients, family members, or visitors who commit intentional acts of WPV on
healthcare staff may be controversial, 35 states have now established or increased penalties for
assault of healthcare workers (ANA, 2019a). Healthcare workers and organizations face crucial
conversations, while WPV victims often undergo difficult recoveries from traumas associated
with WPV.
Framework
The progression of this QI project was guided by project milestones according to
Lippitt’s phases of change theory (Lippitt, Watson, & Westley, 1958; see Appendix C). This
theoretical framework is a seven-step process that mimics the key steps of the nursing process
(assessment, diagnosis, planning, implementation, and evaluation). The framework was useful in
guiding the QI team’s work throughout each phase of the project, starting from conceptualizing
the problem of WPV, to the planning and implementation of evidence-based remedies, and
ending with the evaluation of interventions to inform best practices. Lippitt’s theory served as a
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reminder to emphasize the importance of both EBP and meaningful engagement with project
stakeholders and participants.
Specific Aim
This project’s specific aim was to implement a WPV prevention staff education program
to improve staff knowledge about WPV prevention by 20% and to improve staff attitudes about
managing care for aggressive patients by 20% in the non-ED and non-BH microsystems within
three months post-implementation. The project’s financial goals were at least a 30% budget
capital reduction for staff education costs, with at least a 25% return on investment (ROI).
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Section III: Methods
Context

A medium-sized healthcare system in Southern California, comprised of two acute care
hospitals, was utilized for this project. The clinical microsystems included a surgical intensive
care unit (SICU) and a progressive care step-down unit (PCU). The microsystems were
comprised of charge nurses (CNs) and RNs. The staff care for a wide demographic of adult
patients with diagnoses requiring cardiac and hemodynamic monitoring. The targeted
subpopulation of patients with the highest risk for WPV included those with substance abuse,
homelessness, mental health disturbances (untreated, undiagnosed, and/or non-compliance with
treatment regimen), dementia, and alcohol withdrawal requiring the Clinical Institute Withdrawal
Assessment for Alcohol (CIWA) protocol.
A stakeholder analysis was performed to determine which departments and individuals
would be impacted by the QI initiative (see Appendix D). The key stakeholders responsible for
project work were the manager of the WPV prevention program, the Threat Assessment and
Management (TAM) committee, nursing management, frontline staff (i.e., charge nurses and
RNs), clinical education staff, security personnel, and the Risk Management and/or the Quality
Assurance Performance Improvement (QAPI) team. Stakeholders were invited to participate in
the project interventions and provided opportunities to share transparent feedback, suggestions,
and lessons learned. Organizational commitment to change was rooted in interprofessional
collaboration and meeting the needs of constituents throughout the QI project.
Emerging Trends in WPV Prevention Programs
Ten states, including California, Connecticut, Illinois, Maine, Maryland, Minnesota, New
Jersey, New York, and Oregon, have enacted laws that require WPV prevention programs in
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public acute care hospitals; Washington State is mandated only to report WPV incidents.
Facilities in these states have published WPV prevention program templates, which cumulatively
and over time have the potential to set national trends and standards of best practice. While
focusing only on one component of a WPV program is an oversimplification of the problem,
focusing on all components at once is not feasible nor cost-effective. The evidence supports a
multipronged approach to the development and implementation of a comprehensive WPV
prevention program. To that end, this QI project will utilize a replicable approach similar to the
Oregon Association of Hospitals and Health Systems (OAHHS, 2019) WPV Program Suggested
Sequence of Activities Chart (see Appendix E), in conjunction with emerging best practices, to
inform the development and implementation of an integrated WPV prevention staff education
course. The OAHHS toolkit is endorsed by JC (2019), the Emergency Nurses Association, the
Oregon Chapter of the American College of Emergency Physicians, the Oregon Nurses
Association, the Northwest Organization of Nurse Leaders, and several other state and local
healthcare professional entities.
The OAHHS (2019) WPV prevention toolkit was chosen to replicate because it is a stepby-step systems approach to organize program implementation based on key components,
including policy (legislative and regulatory); accreditation standards; a behavioral emergency
(e.g., code gray) response protocol, including a VRA screening tool and an algorithm for
interdisciplinary team communication; staff education and training; and documentation. The
steps are not always sequential and are often interdependent; therefore, a continuous quality
improvement (CQI) approach is necessary to concurrently develop, implement, evaluate, and
enhance processes. Ideally, staff educational strategies should be customized to an
organization’s current policies and protocols. They should consider factors such as culture,
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environment, the complexity of the patient population, facility size, resources available, and the
barriers and gaps identified in microsystems. In summary, the OAHHS toolkit helped
continually assess gaps and evaluate strategies of a comprehensive WPV prevention program
that guided the development of staff education and training.
Policy development is guided by the General Duty Clause of the Occupational Safety and
Health Act of 1970 and OSHA’s (2016) Five Core Building Blocks of a Workplace Violence
Prevention Program (see Appendix F). For regulatory compliance, organizations should consult
the U.S. House of Representatives Bill No. 1309 (H.R. 1309; see Appendix G) titled the
Workplace Violence Prevention for Health Care and Social Service Workers Act (2019), which
passed in the House on November 21, 2019 (U.S. Library of Congress, 2019). If the bill is
enacted into law, it will give OSHA the authority to enforce its current guidelines outlined in the
Five Core Building Blocks. Organizations should also consult California Senate Bill No. 1299
(SB-1299; see Appendix H) based on the California Occupational Safety and Health Act of 1973
and enforced by the California OSHA (Cal/OSHA), which makes WPV prevention programs
mandatory in acute care hospitals and violations of specified provisions of the bill a crime (State
of California, 2018). Regulations on WPV prevention programs should be closely monitored
and considered in organizational policies to mitigate not only safety but also legal liability from
all interested parties.
Accreditation standards are driven by JC’s Requirements Relevant to Physical and Verbal
Violence Against Health Care Workers (see Appendix I), which require healthcare facilities to
develop and maintain a written plan outlining how the institution provides for the security of
patients, staff, and visitors. Institutions are also required to conduct VRAs, provide strategies for
preventing instances of violence, and establish a response plan that is enacted when an incident
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occurs (JC, 2012). Ideally, these practices will streamline organizational and clinical resources
in response to behavioral emergencies to promote optimal outcomes. Lastly, documentation is
driven by OSHA’s recordkeeping guidelines, including an internal sentinel event report; OSHA
forms 300, 300A, and 301 for workplace incident and injury reporting; employee health forms;
and workers’ compensation reports (OSHA, 2016). Incident reporting (or the lack thereof) is
crucial to whether or not an organization can conduct meaningful root cause analyses to inform
quality improvement and to ensure those changes occur in a transparent, non-punitive culture of
safety.
Interventions
Organizational and microsystem assessments revealed there was a system-wide need for
proper assessment and treatment of patients who present with behavioral issues, regardless of
their setting or unit assignment within the hospital. Instead of evidence-based behavioral
emergency policy and protocol, current organizational practices relied upon frontline clinician
judgment to seek consultation from the attending physician and the security team who respond to
multiple acute care units to assess aggressive patients who are often diagnosed with
comorbidities. This process was somewhat arbitrary and potentially drained advanced practice,
security, and nursing management resources and diverted attention from truly high-risk patients
who needed immediate preventative or de-escalation interventions. While experienced clinical
judgment and expert opinions are invaluable resources within a healthcare organization, there
was no structured algorithm that set clear expectations from staff when managing patient
aggression and behavioral crises. This was particularly true for non-ED and non-BH healthcare
staff, who are not traditionally trained to manage patient aggression in comorbid and special
patient populations who exhibit aggression.
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The healthcare system utilized the widely adopted Crisis Prevention Institute (CPI)
Nonviolent Crisis Intervention course, which focuses on healthcare staff interaction with
aggressive patients. The course offers educational instruction, along with an interactive
component for verbal, paraverbal, nonverbal, and physical de-escalation and intervention tactics
(CPI, 2018). It also addresses psychological and physiological responses that will minimize the
potential harm of disruptive and aggressive behavior. The CPI course has become a standard of
practice for nursing education, mostly for ED and BH staff due to a higher incidence of
aggressive patients treated on those units. However, offering the full eight-hour CPI course for
other acute care hospital units (i.e., medical-surgical, telemetry, and other step-down units) is not
a cost-effective option due to the higher number of healthcare staff on those units and because
staff in those settings do not have the experience, education, or skills to manage behavioral crises
with a focus on patient-centered, trauma-informed care. The solution was to develop a less
costly, more concise, integrated staff education and training course beyond mere crisis
containment in the management of patient aggression.
Gap Analysis
In a review of the JC Sentinel Event Database from 2004 to 2009, the following
contributing causal factors regarding type II WPV events in healthcare organizations were
identified most frequently.


Leadership: Noted in 62% of the events, most notable problems in policy and
procedure development and implementation.



Human resources-related factors: Noted in 60% of the events, such as the increased
need for staff education and competency assessment processes.

WORKPLACE VIOLENCE


29

Assessment: Noted in 58% of the events, particularly in the areas of flawed patient
observation protocols, inadequate assessment tools, and lack of psychiatric
assessment.



Communication failure: Noted in 53% of the events among staff, patients, and
families.



Physical environment: Noted in 36% of the events in terms of deficiencies in general
environmental safety and security practices.



Problems in care planning: Information management and patient education were
causal factors identified less frequently (JC, 2010).

A gap analysis (see Appendix J) and root cause analysis via a fishbone diagram (see
Appendix K) were performed based on stated JC (2010) WPV causation factors and the
organization’s September 2019 Nursing Needs Assessment, which polled all healthcare workers,
including 494 frontline nursing staff (CNs, RNs, licensed vocational nurses [LVNs], and
certified nursing assistants [CNAs]). Frontline staff were surveyed about their knowledge and
attitudes about organizational policy and protocol for WPV events, interdisciplinary team
communication during a behavioral crisis, professional and managerial support, personal safety
(e.g., de-escalation strategies), documentation (e.g., incident reporting), and organizational
culture surrounding the issue of WPV. The gap analysis and root cause analysis identified QI
opportunities for staff education and training initiatives within the scope of the project.
Gantt Chart
From the onset of the project, it was crucial to develop a detailed plan or project charter
to guide the proposed changes and to engage in effective communication with all key
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stakeholders (see Appendix L). A Gantt chart was created to outline the project timeline, track
progress, and achieve the goals of the project (see Appendix M).
In September 2019, a key informant interview with the manager of the Workplace
Violence Prevention Program was conducted to assess the current state of policy, protocol, and
EBP, which revealed the organization is in the development stage of a comprehensive program
and seeking to meet the demands of the September 2019 Nursing Needs Assessment. By March
2020, additional key informant interviews were conducted with nursing leadership to secure
sponsorship and support sustainability and with frontline staff to gather qualitative and
participant demographic data on the intervention units. Despite several delays and modifications
related to the COVID-19 pandemic (see Section V: Limitations), stakeholders remained engaged
and committed to the project implementation.
In June 2020, the project manager scheduled and implemented four virtual, one-hour
integrated staff education sessions (see Appendix N) via the teleconferencing tool Zoom, in line
with social distancing and infection control protocols set in response to the pandemic. The
course included EBP for early recognition of WPV risk factors, signs, symptoms, traumainformed care for special patient populations, and basic WPV prevention and intervention
techniques, and emphasized the importance of debriefing and documentation via incident
reporting for QI purposes (American Society for Healthcare Risk Management, 2018; Canadian
Center for Occupational Health & Safety, 2018; CPI, 2016, 2017, 2018; JC, 2010, 2012, 2018;
NIOSH, 2006; OSHA, 2016). Utilizing additional knowledge gained by applying the OAHHS
toolkit that informed the gap analysis, the staff education sessions integrated existing
organizational policy and protocol, including a safety precaution for violent patients (a green
triangle with an exclamation point) and the corresponding documentation in the electronic health
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record (EHR) initiated by the primary RN and approved by the unit nurse manager. Note: The
safety precaution is not a VRA screening tool that utilized structured assessment to differentiate
varying risk levels for violence from aggressive patients. The interactive components of the
course emphasized the importance of interdisciplinary communication via the AHRQ
TeamSTEPPS I PASS (the) BATON model (see Appendix O) and allowed for open-ended
participant discussion and feedback with implications of the COVID-19 pandemic.
Also, in June 2020, pre-intervention surveys were administered to the participants on
intervention units to gather baseline data about their knowledge about WPV prevention and
attitudes toward aggressive patients (see Appendix P). Immediately after the staff education
sessions, post-intervention surveys were administered to measure the effect of the interventions
on staff knowledge and attitudes, and staff education evaluation surveys were administered to
evaluate the education course (see Appendix P and Appendix Q). Further review of the
interventions as they relate to project outcomes are discussed in the Measures section.
Secondary interventions ran concurrently to the project implementation and were based
on the OAHHS WPV prevention toolkit recommendations. Secondary interventions included
recommendations for the development/revision of WPV policy in compliance with current
federal/state regulations and accreditation standards, development/revision of WPV prevention
protocol in line with current EBP, and development/implementation of a VRA screening tool.
Concurrent recommendations also included that of a BRRT, consisting of the patient’s primary
RN, the healthcare professional who has the strongest therapeutic rapport with the patient
(physician, physiatrist and/or APRN), a BH/ED clinician, a TAT or CPI expert, a charge nurse, a
nursing supervisor, and security personnel. This CQI process allowed for project modifications
to address any additional gaps identified and remedied unanticipated barriers to implementation.
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Work Breakdown Structure
To organize and group the work completed throughout the project timeline, a work
breakdown structure (WBS) was created to designate the roles and responsibilities of the QI team
throughout the project timeline (see Appendix R). According to Martinelli and Milosevic
(2016), a WBS is an outcome-oriented organization of project components that defines the total
scope of the project. When presented in a graphical format, the WBS is useful to visualize,
identify, and estimate all of the work of the project. A driver diagram was created to plan all
components of the improvement process (see Appendix S). This method helped to create a clear
vision and communication of the project goals to key stakeholders.
Responsibility/Communication Plan
A communication/responsibility matrix was designed to keep stakeholders advised of the
project status, updates, and objectives (see Appendix T). This communication plan designated
the QI team’s roles and responsibilities, and how and when the QI team communicated about
project activities. The project manager created a transparent line of communication to share best
practices, request feedback on proposed changes, and promised to communicate results to all
parties. Interprofessional communication is a crucial component of the QI initiative and for the
ongoing development of the WPV prevention program.
SWOT Analysis
A strengths, weaknesses, opportunities, and threats (SWOT) analysis was conducted to
examine the organizational and microsystem strengths and weaknesses, opportunities for growth
and improvement, and any threats to the success of the project (see Appendix U). Key
organizational strengths included the potential to increase patient and staff safety by improving
staff knowledge and attitudes about managing care for aggressive patients. A shared governance
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model of evidence-based project management is well-known for increasing multidisciplinary
engagement in the QI process. Key environmental opportunities included anticipating
state/federal regulations and accreditation standards that will drive parameters for policy and
protocol development and, therefore, the implementation of staff education and training
initiatives. Key organizational weaknesses included the cost of education and increased
investment in managerial resources to commit to change sustainability. Lack of incident
reporting and lack of cultural transparency may have hindered accurate gathering of data and
utilizing performance measures. Lastly, key external threats to the project included increased
societal violence, increased access to weapons and firearms, barriers created by the COVID-19
pandemic, and strained mental health resources that make it difficult to isolate WPV incidents
related to healthcare settings.
Budget, Cost-Benefit Analysis, and Return on Investment
A budget, cost-benefit analysis, and ROI analysis were conducted to determine the value
of financially tangible components of the project’s most cost-effective interventions (see
Appendix V). Primary budget costs were calculated for the first year of implementation for an
acute care hospital unit with 68 staff members, including 52 RNs and 14 CNAs. Budget line
items included staff education and training costs (average $60/hour per staff member) for a onehour virtual WPV prevention and intervention course ($4,080); annual code gray simulation
drills/scenarios (one hour) to prevent skills fade ($4,080): annual computer module (one hour)
for WPV awareness and interventions ($4,080); technology for computer training module based
on average e-learning designer costs ($1,000); instructor or clinical educator adjusted salary and
certification costs based on hours dedicated to research, education design, and training
implementation ($3,100); room/unit signage, magnets/markers for whiteboards, and stickers for
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patient charts ($200); and organizational, administrative, and interdisciplinary costs for ongoing
evaluation of interventions ($2,500). The total estimated first-year budget equaled $19,040.
The benefits of implementing a WPV prevention program with integrated staff education
were mostly measured by cost savings and avoidance costs associated with maintaining the
status quo or ineffective interventions. WPV incidents are low-frequency, high-risk events, with
the potential to bankrupt an organization and ruin its public reputation. OSHA (2018c)
estimates, 500,000 U.S. employees have 1,175,100 lost work-days each year, amounting to $55
million in lost wages and billions of dollars in employer costs annually, due to WPV. Direct
injury costs are associated with workers’ compensation claims, including medical bills and
indemnity for lost wages, overtime for other employees to cover absent employees, training and
onboarding new employees to replace absent employees, patient and staff litigation/settlement
costs, increased staff turnover, and property damage (OAHHS, 2019). Indirect costs, often
variable and immeasurable, are associated with poor patient outcomes; diversion of leadership,
risk management, and other resources for WPV investigations; diminished public image;
decreased productivity; and decreased morale, with profound professional, physical, and
psychological damage for healthcare staff (U.S. Department of Labor, 2018). The estimated ROI
equals 60.4% but may be highly variable based on quality outcomes related to simulation-based
learning versus a virtual delivery platform. The actual ROI is also difficult to ascertain due to
the unpredictability of WPV events and the variability of associated costs.
Cost-Effectiveness Analysis
As stated, the current standard of practice for WPV prevention staff education is an eighthour CPI course, which is mostly offered to ED and BH units as mandatory competency
requirements. For other acute care hospital units (i.e., medical-surgical, telemetry, step-down
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units), CPI may not be cost-effective due to the higher number of healthcare staff on those units
and because staff in those settings do not have the clinical experience, education, or skills to
manage behavioral crises with a focus on patient-centered, trauma-informed care. The current
estimated staff education budget (see Appendix W) was calculated for an acute care hospital unit
with 68 FTEs, including 52 RNs and 14 CNAs. Budget line items included annual education and
training costs per staff member ($1400 per participant) for a 8-hour CPI course ($95,200); annual
instructor or clinical educator adjusted salary and certification costs based on hours dedicated to
research, education design, and training implementation ($6,200); training and unit materials,
such as paper, printer ink, and binders ($1,000); and organizational, administrative, and
interdisciplinary costs for ongoing evaluation of interventions ($5,000). The total estimated
current staff education budget equaled $107,400. When comparing current staff education costs
to those of the project interventions, there was an 82.3% reduction in budget capital costs.
A cost-effectiveness analysis (CEA; see Appendix W) was conducted to determine the
benefits of maintaining the status quo of current CPI staff education versus implementing the
project interventions. For congruency, the benefits of each intervention were stagnated based on
similar quality outcomes that may be immeasurable related to COVID-19-related barriers. The
cost-benefit ratio (CBR) calculation is total benefits (revenues + cost savings) divided by total
proposed costs of replicating the project interventions. The CBR of current staff education was
10.7, while the CBR for the proposed staff education was 60.4. The project interventions were
less costly, more concise, and integrated within existing organizational policies and protocols
specifically targeted for healthcare settings, unlike the current CPI staff education. Integration
offers customizable solutions for the step-by-step development of a comprehensive WPV
prevention program. Additionally, integration allows the organization to measure the feasibility
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and cost-effectiveness of pilot interventions before rolling out organization-wide
implementation.
Based on this financial modeling, the financial goals of the project of at least a 30%
budget capital reduction for staff education costs with at least 25% ROI were exceeded.
Alternative financial analyses would be indicated for post-pandemic WPV prevention staff
education interventions, including in-person, simulation-based drills with the interdisciplinary
care team.
Study of the Interventions
The IHI (2018) Family of Measures was utilized for the ongoing assessment of
contextual elements that contributed to the successes, failures, efficiency, and costs of the
project. The IHI model for measuring quality improvement relies upon setting a purpose to bring
new knowledge into practice; using sequential, observable tests to measure change; stabilizing
any biases from test to test; gathering just enough data to learn and complete another cycle of
change; and using small tests of significant changes that accelerate the rate of improvement over
a duration of time. The project manager was responsible for ensuring the completeness and
accuracy of data upon each data point by following up with nurse managers and participants for
the completion of surveys and evaluations. There were no notable de novo measures that
deviated from the outcomes measure and evaluation plans (see Measures and Analysis), other
than to acknowledge and share anecdotal findings from participant survey data about current
organizational, clinical, and administrative practices, and open-ended participant feedback.
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Measures

The effectiveness of interventions was measured utilizing the IHI (2018) Family of
Measures, including:
1) A 30-question pre- and post-intervention survey, comprised of five demographic
questions (Questions 1-5), five organizational (clinical and administrative) questions
(Questions 6-10), ten multimodal knowledge-based questions (Questions 11-20), and
10 Likert scale attitude-based questions (Questions 21-30), was administrated to staff
via SurveyMonkey before and after the integrated WPV prevention staff education
course. The pre- and post-intervention surveys measured staff knowledge about WPV
prevention and staff attitudes about managing care for aggressive patients. Currently,
there are no nursing practice competency scales for WPV prevention skills except
those designed for ED and BH staff, which are not validated measures for staff
competencies on medical-surgical, telemetry, and step-down units. The knowledgebased questions in the pre/post surveys were developed from current evidence and
standards of practice, as outlined in the literature review, while the attitude-based
questions were modified from the Clinician Confidence in Coping with Patient
Aggression instrument (Thackrey, 1987). Participants were asked to provide the last
four digits of their telephone number as their participant ID number to protect
anonymity and to eliminate potential bias.
2) Staff education evaluation forms, comprised of seven Likert scale items and two
open-ended questions, were administered to staff via SurveyMonkey immediately
after the integrated WPV prevention education course to measure the level of
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participation, relevance/interest of the material, and teaching effectiveness for
logistical feedback. All evaluations were anonymous.
3) Anecdotal findings of organizational, clinical, and administrative WPV prevention
practices were obtained from the pre- and post-intervention surveys (Questions 6-10)
and via open-ended feedback during the integrated WPV prevention staff education
sessions. This allowed for staff interaction and for the project manager to gauge staff
perceptions about WPV, aggressive patients, and leadership support in reporting WPV
events in a culture of safety.
Analysis
Demographic data were secured in coordination with nursing management and, most
pertinently, healthcare staff on the intervention units. The data included several data levels
necessary to analyze primary and secondary outcomes according to the unique characteristics of
the staff participants (n = 8; see Appendix X). Nominal data included job title (i.e., CN and RN)
and hospital unit (i.e., SICU and PCU). Ordinal data included pre- and post-intervention test
scores on a scale of 0% to 100%. Interval data included years of experience in current job role (0
- 1 years, 1 - 2 years, 2 - 5 years, and > 5 years); level of education (certificate [0 - 2 years];
diploma or ASN [2 - 12 years], undergraduate or BSN [12 - 16 years], graduate or MSN [> 16
years]); and pre- and post-intervention educational test scores on a scale of 0% to 100%. Ratio
data were to include the number of WPV sentinel events across the organization and on each unit
and the actual dollar costs associated with each WPV event; however, due to the COVID-19
pandemic barriers, these data were not available at the time of the project.
Statistical analysis was conducted via paired sample t-tests to compare pre- and postintervention data to determine if there was a change in staff knowledge and attitudes. Pearson
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statistical correlation tests were conducted to determine if there was a correlation between
variables related to job title, years of experience, and level of education versus pre- and postintervention test scores. This information will be useful for the organization to help determine
the appropriate allocation of staff educational resources to support the sustainability of the
project. Lastly, due to COVID-19 barriers, paired sample t-tests could not be conducted to
determine if there was a correlation between the average of pre- and post-intervention test scores
and pre- and post-intervention WPV sentinel events on corresponding intervention units. This
information would have informed if there was a relationship between staff education and WPV
incidence across respective units and, if available, associated cost savings.
Ethical Considerations
This QI project was conducted in strict adherence to research guidelines set by the
Institutional Review Board and the Institutional Review Board for the Protection of Human
Subjects at the University of San Francisco (USF). As defined by both entities, this project did
not involve human subjects (living persons about whom the project manager obtained data
through intervention or interaction or identifiable private information) or research as a systematic
investigation designed to contribute to generalizable knowledge. A signed Statement of NonResearch Determination form, a Letter of Academic Support from the organization, and an
executed affiliation agreement were secured before the commencement of project activities (see
Appendix Y and Appendix Z).
While there were no conflicts of interest to be declared, WPV events often present
competing ethical principles for practitioners caring for aggressive patients. The issue of safety
gives priority to the ethical principle of beneficence, which means the healthcare team must
commit actions that are good for the patient. However, the ethical principle of autonomy, to
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respect personal freedoms and patient choice, is often of conflicting interest. Another ethical
principle is respect for others, which is a legal, ethical principle guided by the federal Patient
Self-Determination Act of 1991 that supports the patient’s right to determine the medical care he
or she receives.
According to King and Gerard (2016), moral stress occurs when two ethical principles
compete. For example, the primary goal in behavioral crisis intervention is to maintain physical
and psychological patient and staff safety, while all actions taken are for the good of the patient,
despite a profoundly complex set of conflicting ethical principles. Perhaps most importantly to
the patient, their privacy, autonomy, and self-determination in the decision-making process are
preserved. The healthcare team must make every effort to negotiate a contract for safety with the
patient and, secondarily, respect and honor their wishes in the form of safe and reasonable
compromise. The MORAL (massage, outline, resolve, act, and look back) model of ethical
decision-making can be applied to foster quality, therapeutic outcomes for patients and staff
while maintaining the integrity of ethical consideration. The model can be used to resolve
ethical dilemmas and act by applying the best option for the patient’s plan of care. The
healthcare team must massage the dilemma to identify and define the ethical issues; outline the
options, making a list of pros and cons; resolve the dilemma by applying basic ethical principles
to each option; act by applying the best option; and look back to evaluate processes, including
the implementation of a plan of care.
The ANA (2019b) maintains, “There is a need for all nurses in all roles across all settings
to commit to working toward creating work environments that support moral courage” (para. 1).
ANA ethical standards offer guidance on moral courage to help frontline staff take action to do
the right thing. Moral courage involves the willingness to speak out and do what is right in the
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face of potential adverse outcomes. To that end, frontline participants involved in this project
were given anonymity by providing the last four digits of their telephone numbers as their
participant ID number on pre- and post-intervention surveys. Outcomes were measured and
evaluated with de-identified participant data, which was meant to foster psychological safety and
a culture of safety and transparency regarding the sometimes controversial topic of WPV.
Advocating for WPV prevention solutions for both patients and staff requires moral courage and
persistent dedication to professional and personal development, despite challenging
environments. Additionally, applying the Jesuit value of caring for the whole person or cura
personalis, caregivers create a healing environment that respects the patient’s intellectual,
physical, and spiritual health (USF, 2019) and acknowledges the trauma of cultural and social
injustices that should be handled with compassionate care in crisis.
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Section IV: Results

As stated, the project’s specific aim was a 20% improvement in staff knowledge about
WPV prevention and a 20% improvement in staff attitudes about managing care for aggressive
patients through educational strategies in non-ED and non-BH microsystems within three months
post-implementation. The project’s financial goals were at least a 30% budget capital reduction
for staff education costs, with at least a 25% ROI. Staff knowledge was improved by 29.4%,
which exceeded the project goals. Staff attitudes improved by 14.7%, which fell short of the
project goals but was a notable improvement. While the financial goals of the project were
impacted by the COVID-19 pandemic modifications, theoretically, the cost to implement the
project as an organizational initiative presents significant cost savings and ROI compared to the
current nursing education strategies. Overall, the project was well-received by all stakeholders
and will further the development of the system-wide WPV prevention program.
The project was successfully implemented on the SICU and PCU microsystems in a
medical center located in downtown San Diego, California. The only modifications to change
strategies were related to barriers presented by the COVID-19 pandemic, and there were no
unintended consequences or failures of the interventions. Appendix AA illustrates the data
collected from the pre- and post-intervention surveys and represents all the project variables.
Participants (n = 8) were evenly distributed between the SICU and PCU units, with four
participants from each unit. Seven participants were RNs and one was a CN. Seven participants
had at least five years of nursing experience, while education was varied among ASN/diploma,
BSN, and MSN nurses represented in each intervention unit. The total mean increase from preto post-intervention survey scores was 19.2 and 8.0 score points for staff knowledge and
attitudes, respectively. Outlier data from Participant 3 were excluded due to the participant’s
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failure to complete the pre-intervention survey. Possible outlier data from Participant 1 was
included because it had an ordinal value; however, it is unlikely that the participant started with a
perfect attitude score, which may have been achieved by checking the most optimal answer
choices for each attitude question.
Appendix BB shows the data and statistical analyses of the project outcomes. Using a
paired sample t-test, where statistical significance equals p ≤ .05, the staff education intervention
did have a statistically significant impact on staff knowledge (p = .02); however, using the same
measure, the intervention did not have a statistically significant impact on staff attitudes (p = .1).
These findings suggest that staff knowledge about WPV prevention is more easily influenced by
education than staff attitudes about aggressive patients. While these results may not be highly
credible or replicable due to the sample size, de Winter (2013) maintains the paired sample t-test
is a feasible test for small samples that meet certain raw data assumptions even if one or more of
those assumptions are weak. Alternatively, Liang, Fu, and Wang (2019) suggest the use of a
non-parametric test such as the Wilcoxon signed rank test for greater statistical power, however,
there may be instances where both tests require raw data transformation and/or yield significant
results.
Appendix CC illustrates the Pearson statistical correlations of all the variables in the
project after excluding outlier data. Interestingly, the strongest positive correlation (r(5) = .74, p
= < .10) was between pre- and post-intervention staff attitude scores. This finding reiterates the
lack of statistical significance of the staff education impact on their attitudes while suggesting a
change in attitude may be predicated by pre-existing perceptions about aggressive patients,
whether those perceptions are positive or negative. Less significant findings included the
strongest negative correlation (r(5) = -.62, p = > .10), which was found between post-knowledge
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scores and the intervention unit, where SICU outperformed PCU. This finding, along with a
similarly correlated finding between pre-intervention knowledge scores on the SICU unit (r(5) =
-.53, p = > .10), may suggest a higher exposure to aggressive patients in SICU related to the
demographics and clinical factors of that patient population. The findings may also suggest
SICU staff’s experience influences their ability and/or willingness to assimilate knowledge about
caring for these unique patients. This finding is reiterated by a mild, negative correlation (r(5) =
-.53, p = > .10) between pre-knowledge scores and intervention units, where PCU performed
lower than SICU. A mild, positive correlation was found between years of experience and both
pre-attitude scores (r(5) = .53, p = > .10) and post-attitude scores (r(5) = .53, p = > .10),
respectively. These findings, which are potentially unexpected benefits of the project, suggest
that more experienced nurses may undergo a more positive shift in attitude about coping with
aggressive patients after staff education than their less experienced counterparts. Lastly, a mild,
negative correlation (r(5) = -.54, p = > .10) was found between pre-attitude scores and education
level, suggesting less educated nurses start with a more positive perception about coping with
aggressive patients. These results might be more significant and credible in post-pandemic
projects with larger sample sizes.
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Section V: Discussion
Summary

The project yielded key information specific to staff knowledge and attitudes that will
inform ongoing nursing education as part of the organizational WPV prevention program.
Nursing education should be integrated with current policies, protocols, incident reporting,
documentation standards, and clinical and environmental best practices. The integration will
ensure the organization develops and implements cost-effective solutions for the interdisciplinary
team while evaluating ongoing opportunities for improvement in the management of behavioral
emergencies.
Key Findings
Key findings related to staff knowledge and attitude outcomes are outlined in Appendix
DD and Appendix EE, respectively. These findings were captured via the pre- and postintervention survey scores and evaluated for positive or negative changes in staff knowledge
(Questions 11-20) and attitudes (Questions 21-30), which determined the areas staff are doing
well and areas for improvement. This information will be particularly useful for the guidance of
ongoing nursing education development and implementation and, ideally, for simulation-based
learning.
Regarding WPV prevention, the staff exhibited a positive change in knowledge for WPV
risk factors (Question 11), WPV signs and symptoms (Question#12), and verbal de-escalation
strategies (Question 13). These findings suggest staff can identify the potential for violence in
aggressive patients, as well as intervene with verbal de-escalation strategies involving language
in the form of direct communication. Areas for improvement in staff knowledge included
paraverbal de-escalation strategies (Question 14), physical disengagement strategies (Question
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16), and the importance of incident reporting, even if no one was injured (Question 20). These
findings suggest staff need additional education and training about indirect forms of deescalation strategies (i.e., tone of voice, body language, active listening, silence), physical
disengagement that avoids harm to the patient and staff, and what types of WPV incidents should
be reported if there were no physical injuries (i.e., verbal threats and abuse).
Regarding clinical competence in coping with aggressive patients, the staff exhibited a
positive change in attitude about their ability to physically intervene with aggressive patients
(Question 23), their perception about current training for patients who present with physical
aggression (Question 26), and their perception of feeling safe around aggressive patients
(Question 27). These findings suggest, as did the findings of staff knowledge, that staff can
easily identify and manage interventions for physically aggressive patients (i.e., safety
precautions, calling the security team, team communication). Areas for improvement in staff
attitudes included their perception of their training for psychological aggression (Question 22),
their perception of their ability to intervene with psychologically aggressive patients (Question
25), and their ability to meet the needs of aggressive patients (Question 29). Again, these
findings echo the results of changes in staff knowledge, in that staff attitudes about aggressive
patients largely depend upon a relationship founded in trust and rapport to meet the patient’s
needs, which nurses outside of non-ED and non-BH settings may find more difficult without
experience and/or education.
Lessons Learned
Lessons learned came from anecdotal findings related to current WPV prevention
organizational, clinical, and administrative practices from pre- and post-intervention surveys
(Questions 6-10) results (see Appendix FF). After the integrated WPV prevention education
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course, most participants showed an overall increase in awareness about the organizational WPV
prevention policy, i.e., the definition of WPV and what incidents should be reported on their
respective units (Question 6); and the organizational protocol, i.e., who to call for assistance and
how staff should respond to behavioral emergencies (Question 7). However, anything less than a
100% awareness of policy and protocol could put staff in dangerous situations with violent
patients and could mean untold liability costs to the organization if staff are unaware of
expectations about their roles and responsibilities during behavioral crises. Both before and after
the staff education sessions, most participants were aware of the difference between structured
risk assessments using a VRA tool or checklist (Question 8) versus random clinician judgment to
activate safety precautions on their units (Question 9). This information is important for staff to
understand that the use of a VRA tool would need to be validated in their respective settings and
patient populations, and corresponding staff education and training would need to be conducted
for proper use of the tool. Therefore, staff rely upon an interdisciplinary team approach for
expert clinician judgment that activates safety precautions and guides evidence-based responses
to behavioral crises. Lastly, after implementing the staff education course, participants reported
less fear of blame or punishment by management associated with reporting WPV incidents
(Question 10). This finding may suggest that nursing education for WPV prevention can
increase trust and collaboration between frontline staff and leadership in a true culture of safety.
Additional lessons learned came from anecdotal findings from open-ended participant
feedback provided during the staff education sessions (see Appendix GG). Due to the small size
of the participant sample, these sessions were more intimate and collegiate than perhaps larger
sessions would have been. This intimate environment may have allowed participants to connect
with the project manager on a peer-to-peer level, which fostered open and honest disclosure
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about their experiences with WPV, aggressive patients, and an opportunity to offer
recommendations for organizational change.
The literature overwhelmingly supports that frontline staff make some of the most
important contributions to the development and implementation of WPV prevention programs.
The results of the staff education evaluation forms (Appendix HH) strongly indicate that ongoing
nursing education should be a top priority for the organization. The majority of the participants
found the integrated WPV staff education course to be of high-quality instruction, relevant to
their jobs, well organized, and interesting. One-hundred percent of participants would
recommend the course to others in their profession. Participants cited the most valuable parts of
the course as the review of organizational policies and protocols, the I PASS the BATON
method of team communication during behavioral crises, and various de-escalation strategies for
aggressive patients. Several participants commented that the course was comprehensive enough,
without any further recommendations other than in-person, simulation-based training and case
scenarios without the social distancing barriers posed by the COVID-19 pandemic.
Dissemination Plan for Nursing Education and Implications for Nursing Practice
In August 2020, the dissemination plan for WPV prevention nursing education as part of
a comprehensive WPV prevention program was shared with stakeholders, including the program
manager and the TAM subcommittee partly comprised of nurse educators and frontline nursing
staff, and shared separately with the other project stakeholders. Regarding continuous
improvements in staff knowledge about WPV prevention, recommendations included a clear
communication from leadership about policies and protocols with staff parameters and
expectations, more simulation-based training, and the piloting of a structured VRA screening
tool and a BRRT comprised of WPV experts and frontline champions. Regarding continuous
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improvements in staff attitudes about coping with aggressive patients, recommendations
included leadership emphasis on a culture of safety that encourages reporting and open
collaboration about WPV incidents, which would foster an environment of peer support and
nursing professional development. Future training should include an increased emphasis on the
difference between mental health and behavioral health—that for any reason, anyone, anywhere,
and at any time can experience behavioral distress that may result in violence. Adding these
elements will further work toward eliminating the stigma of mental illness and educate nurses
about special behavioral health patient populations and their unique needs for holistic, traumainformed care.
The project outcomes have several implications for executive nursing practice and
healthcare leadership. The most important aspect of improving staff knowledge and attitudes
about WPV is organizational culture. Leadership must gain frontline clinicians’ trust through the
transparency of policy and protocol and adequate representation of staff nurses in the change
process. It is frontline nurses, physicians, and healthcare staff who generate EBP at the bedside
that produces quality outcomes. The organization must prioritize WPV prevention as a matter of
proactive change versus crisis management, which will further influence a culture of safety,
where the staff is competent and confident in managing behavioral crises. When nursing and
organizational leaders consult regulatory, accreditation, legal, and ethical standards in the
development of a WPV prevention program, there are significant cost savings and ROI,
including the public reputation. Lastly, nursing leaders have a moral obligation to protect and
serve their nursing staff through caring professional development. This support may lessen the
effects of physical and psychological trauma on nurses, which has wide-ranging implications for
the entire nursing profession.
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Interpretations

As stated, the statistical analyses showed that the WPV staff education intervention had a
notable impact on the change in staff knowledge about WPV prevention and the change in staff
attitudes about their clinical confidence in coping with aggressive patients. These results reflect
the findings of other publications about improving staff knowledge; however, more research is
needed to determine the causal influences on staff attitudes. A possible reason for this difference
in anticipated versus observed outcome is that knowledge is readily changed with new
information. In contrast, attitudes may be based on varying individual and environmental factors
that encompass a deeper set of values, beliefs, and perceptions about aggressive patients. WPV
incidents may involve physical and emotional trauma, which can activate staff responses based
on fear instead of therapeutic care. Changes in attitudes may involve much deeper, caring work
of the heart to enable nurses to approach patients in behavioral distress with the same
compassionate mindfulness as they would for patients in medical distress.
The project outcomes followed Lippitt’s phases of change theory in the proper
assessment, diagnosis, planning, implementation, and evaluation of interventions. Outcomes
were also in line with the OAHHS WPV Program Suggested Sequence of Activities Chart
related to nursing education development and implementation. That the healthcare organization,
at the time of the project, was still in the development stage of a comprehensive program allowed
for a multi-pronged approach to integrating existing policy and protocol with nursing education,
with an emphasis on frontline interventions that will drive EBP (i.e., a VRA screening tool, team
communication, and documentation). This continuous QI process builds upon small wins that
are sustainable throughout the organization and will elevate staff performance and improve care
outcomes.
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Limitations

Barriers to implementation included a limited opportunity to provide education to all staff
via simulation-based training due to the social distancing limitations of the COVID-19
pandemic. The participant size was significantly reduced by the inability to meet in person with
staff on additional hospital units due to government infection control regulations and shutdowns.
Efforts were made to include a wider participant pool; however, staffing constraints during the
pandemic made increased, consistent participation difficult. A smaller participant pool lends to
less generalizability about the outcomes of the project; however, it provides feasibility for a pilot
program before the organization-wide rollout of nursing education initiatives.
The plan to mitigate barriers included implementing a condensed, one-hour staff
education course (compared to a full eight-hour CPI course), to not disrupt staffing or clinical
care. Several sessions were offered to staff on intervention units due to staffing constraints and
limited availabilities. The project manager maintained consistent and persistent stakeholder
engagement to negotiate buy-in for new improvement opportunities and resources by
communicating via email, text, and Zoom teleconferencing. These communication strategies
helped mitigate pandemic barriers. Providing low-cost, high-impact alternatives to WPV
prevention nursing education that focus on dual patient and staff safety will encourage executive
and sponsor stakeholders to invest in the microsystem. Lastly, open communication that
promotes transparency with all stakeholders, from executive leadership to frontline staff, will
enlist and encourage unit champions to sustain visible momentum for change regardless of
obstacles.
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Conclusions

The project’s short-term progress will largely depend upon whether the organization can
prioritize low-cost, high-demand, high-impact interventions and can do so with a sense of
urgency and enthusiasm to sustain frontline participation. Long-term progress will result from
the culmination of best practices for QI initiative components that drive organizational change.
The organization must not delay priority interventions in anticipation of perfect solutions.
Rather, as a Magnet-designated academic institution, the healthcare system must anticipate not
only regulatory and accreditation standards but also consider innovative, novel approaches that
advance nursing science and discovery. High-reliability organizations that embrace challenges
as opportunities for improvement and share their successes and setbacks in a transparent safety
culture level the playing field among organizations to go beyond merely what is legally required
and do what is ethically right.
Sustainability is possible when all stakeholders align to support a common goal. There is
no unequivocal scientific evidence for WPV prevention programs, and it is unlikely that
interventions will rely on randomized controlled experiments. Consequently, frontline staff are
perhaps the most qualified stakeholders to inform organizational leadership about local evidence
generated at the facility level that will ultimately lead to full-scale implementation of a WPV
program (McPhaul et al., 2013). The organization must invest in the microsystem, celebrate
small wins, and replicate success until enough evidence creates a standard of practice that
sustains the gain.
This QI initiative has broad implications for nurse leaders and their roles in QI, risk
assessment, clinical care coordination, outcomes management, team leadership and
interprofessional communication, transitions in care, and implementation of EBP (American
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Association of Colleges of Nursing, 2013). Research on type II WPV is quickly expanding and
increasingly focused on the assessment and treatment of BH patients in various healthcare
settings. This population often falls through the cracks due to suboptimal mental health literacy
and skills or fears and stigma from inexperienced, integrated health clinicians. Nurse leaders are
uniquely poised to guide healthcare organizations in the development of comprehensive WPV
prevention programs that address the special clinical and safety needs of this patient population
to ensure they receive genuinely holistic care.
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Appendix B

Evaluation and Synthesis Table for Conducting Evidence-Based Literature Review
Citation

Adams et al.
(2017)

Arnetz et al.
(2017)

Design /
Method /
Conceptual
Framework (if
applicable)
Quasiexperimental
using linear
regression

RCT

Sample/Setting

Major Variable
Studied and
Definitions

Measurement of
Major Variables

Findings of
Data Analysis

Implication to
Nursing Practice

JHNEBP
Critical
Appraisal
Rating

Results of 48 WPV
incidents initiated by
21 patients. Data were
collected from directcare staff and from
WPV incident reports
on two adult medical
units at an academic
hospital in Australia.

Nurses, nurse
assistants, and patient
care assistants
participated in staff
education intervention
(n = 65) and
completed a survey
before and after the
education, which
included four main
areas: patient
assessment, planning,
implementation, and
post-incident
debriefing. Staff
completion rate was
77%.
Intervention units
received unit-level
WPV data to facilitate
development of a
WPV prevention
protocol; no data were
presented to control
units.

Knowledge,
confidence, and
capability of frontline
staff to prevent/
manage WPV
incidents pre- and
post-intervention.
Incident data
measured the
frequency and
recurrence of WPV,
and if patients met
criteria for high
violence risk.

After the educational
intervention, staff
knowledge increased
significantly
(p=0.001, CI 0.2560.542), the use of
verbal de-escalation
techniques increased
significantly
(p=0.011, 1df), and
the incidence of WPV
incidence decreased.

Education and
training provided by
clinical experts
resulted in increased
knowledge, greater
use of verbal deescalation, and less
incidents. However,
more education and
training is required to
improve the perceived
staff competence to
manage WPV
incidents.

Level II:
High quality

Main outcomes were
rates of WPV
incidents and
healthcare worker
injuries across study
groups over 5 years.

6-months postintervention, WPV
incidence was
significantly lower on
intervention units
compared with
controls (incident rate
ratio [IRR] 0.48, 95%
confidence interval
[CI] 0.29 to 0.80). At
24 months, the risk
for violence-related
injury was lower on

Data-driven,
workplace
interventions are
effective in
decreasing risks type
II WPV and
associated injuries.

Level I:
High quality

15,000 healthcare
workers in 41 units at
seven hospitals were
randomized into
intervention (n = 21)
and control (n = 20)
groups.

A hazard risk matrix
was used to identify
hospital units at
increased risk for
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Casteel et al.
(2009)

Comparative
study

Comparison of preand post-initiative
employee assault rates
in California (n =
116) emergency
departments and
psychiatric units with
those in New Jersey
(n = 50), where
statewide WPV
initiatives did not
exist at the time.

Gillespie et al.
(2012)

Quasiexperimental

315 employees from 3
EDs. Units 1–3

67
WPV across 7
hospitals. The matrix
allowed the
simultaneous
examination of WPV
probability and
severity.
Changes in WPV
incidence to hospital
staff before and after
enactment of the
California Hospital
Safety and Security
Act in 1995.

Employee knowledge
about the prevention,
management,

intervention units,
compared with
controls (IRR 0.37,
95% CI 0.17 to 0.83).

Poisson regression
with generalized
estimating equations
was used to compare
assault rates between
a 3-year preenactment period
(1993–1995) and a 6year post-enactment
period (1996–2001)
using New Jersey
hospitals as a
temporal control.

Units 1–3 received
pre- and post-tests to

Assault rates among
ED staff decreased
48% in California
post-enactment,
compared with ED
staff assault rates in
New Jersey (rate ratio
[RR] = 0.52, 95%
confidence interval
[CI]: 0.31, 0.90). ED
employee assault rates
decreased in smaller
facilities (RR = 0.46,
95% CI: 0.21, 0.96)
and for-profitcontrolled hospitals
(RR = 0.39, 95% CI:
0.19, 0.79) postenactment. Among
psychiatric units, forprofit-controlled
hospitals (RR = 0.41,
95% CI: 0.19, 0.85)
and hospitals located
in smaller
communities (RR =
0.44, 95% CI: 0.21,
0.92) experienced
decreased assault
rates post-enactment.
A paired samples t
tests reflected a
significant increase in

Workplace violence
prevention legislation
may be an effective
method to increase
safety to health care
staff.

Level III:
High quality

A quality WPV staff
education program
can achieve

Level II:
High quality
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received web-based
education only.
Unit 4 received a
hybrid web-based &
classroom-based
education.

and recovery from
workplace violence.

measure their
knowledge gained.
Unit 4 was allowed to
apply new knowledge
learned during the
web-based education.

knowledge (p <
0.001). There was no
significant difference
in knowledge between
employees in Units 13 and employees in
Unit 4 (p = 0.136).
Specific interventions
may assist staff in
managing aggressive
patients in acute care
settings, including:
acute care nurse
education and training
in aggression
management
techniques, use of
PRN medications to
minimize harm to
patients and staff, and
the use of physical
restraints.
A well-defined
framework for the
implementation of a
WPV prevention
program allows
healthcare
organizations and
individual facilities to
address WPV by
customizing their own
strategies.

Kynoch et al.
(2011)

Systematic
review of
RCTs

Major scholarly
database review for
published and
unpublished studies
from 1990 to 2007.

Quantitative studies

10 quantitative studies
that evaluated the
effectiveness of
interventions for the
management of
aggressive patients of
acute care settings.

McPhaul et al.
(2013)

Expert review
of clinical
practice
guidelines

Healthcare
organizations that are
committed to
implementing a WPV
prevention program.

Key components of a
comprehensive WPV
prevention program
includes leadership
engagement, state
regulations, federal
worker safety
policies,
organizational
protocols,
environmental factors,
facility security,
documentation, staff
education and
training, and locallygenerated best
practices.

Framework that
includes multipronged
approach to WPV
program
implementation.

significant learning
outcomes in ED
settings. Web-based
education may yield
similar learning
outcomes equal to
that of a hybrid
education program.
This systematic
review makes several
recommendations for
WPV prevention and
intervention in acute
care hospitals.
However, there is a
lack of high-quality
research in the acute
care settings;
therefore, a huge area
of opportunity for
future research.

Frameworks are
useful tools to guide
EBP implementation
of WPV prevention
programs at the
organizational and
facility levels.

Level I:
High quality

Level IV:
High quality
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McPhaul et al.
(2008)

Retrospective
expert review

10 healthcare
facilities underwent
environmental audits
to determine the
environmental risk
factors for type II
WPV.

10 facility
environmental audits,
along with staff focus
group reports from
these facilities, were
examined to
categorize
environmental risk
factors for type II
WPV.

A retrospective record
review was performed
on environmental
audits that were
conducted by an
architect in two
research projects for
WPV prevention in
2000 and 2005.

Morphet et al.
(2018)

Scoping
review

A scoping review was
conducted of
databases, including
Scopus, OVID
Medline, PubMed,
CINAHL Plus,
ProQuestCentral, and
Google Scholar,
which yielded 2,276
results. After a
screening by title and
abstract, a full-text
review was conducted
on 126 articles. 20
papers were selected
for final review.

Several components
of a WPV prevention
program in healthcare
aimed to decrease
type II WPV.

Evidence related to
the effectiveness of
WPV interventions to
prevent and manage
incidence perpetrated
by consumers, i.e.
patients in healthcare.

Results were grouped
by: impact on access
control, the ability to
observe patients
(natural surveillance),
patient and worker
safety (territoriality),
and activity support.
Findings suggest that
if environmental
flaws in these areas
were corrected, staff,
patient, and visitor
safety and security
would improve,
which ultimately
would reduce fear and
unpredictability.
Interventions that
reduced WPV
included patient
violence risk
assessment, staff
education, and
violence response
teams. Increasing
visibility, in
conjunction with
other measures, also
decreased WPV. Postincident support, i.e.
group debriefing,
increased WPV
incidence, but this
may be the result of
increased awareness
of incident reporting.
There was no
correlation to
decreased WPV

Healthcare
organizations can
positively impact the
effectiveness of type
II WPV interventions
by including an
environmental
assessment with
associated hazard
controls.

Level V:
High quality

Although there is
clear evidence to
indicate the
effectiveness of some
WPV prevention
interventions to
decrease WPV
incidence, further
research is needed to
determine how
several interventions,
individually and
holistically, decrease
WPV incidence.

Level III:
High quality
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Peek-Asa et al.
(2007)

Comparative
study

Compared WPV
programs in high-risk
EDs among 116
hospitals in California
and 50 hospitals in
New Jersey.

WPV programs were
scored on the
components of staff
education, policies
and protocols,
security measures,
and environmental
hazard control.

Data was collected
through staff
interviews, a facility
walk-through of
environmental
hazards, and review
of policies, protocols,
and staff education
materials.

Peek-Asa et al.
(2009)

Comparative
study

Compared WPV
prevention programs
in psychiatric units
and facilities in
California and New
Jersey.

Various components
of WPV programs,
including policy and
protocol,
environmental, and
security modifications

Qualitative data
collection through
staff interviews, a
facility walk-through
of environmental
hazards, and review
of policies, protocols,
and staff education
materials.

Price & Baker
(2012)

Thematic
synthesis
literature
review

11 international
papers that offer deescalation techniques
for managing patient

Violence deescalation themes

Seven themes that
emerged from data
synthesis.

incidence and the use
of panic alarms,
incident reporting, or
zero tolerance
policies.
California had
significantly higher
scores for education
and policies and
protocols, but there
was no difference for
security measures and
environmental hazard
controls. WPV
program component
scores were not
highly correlated. For
example, hospitals
with a strong
education program
were no more likely
to have strong
policies and
protocols.
A higher proportion
of hospitals in
California had written
WPV policies, and a
higher proportion of
New Jersey hospitals
had implemented
environmental hazard
and security
modifications to
reduce WPV.
The first three themes
were related to staff
competence,
including de‐
escalation skills,

Most hospitals in
California and New
Jersey had
implemented a WPV
prevention program,
but more research is
needed to determine
how different
components combine
to create effective
programs.

Level III:
High quality

State legislation is
one of many
strategies to increase
WPV prevention
programs in health
care settings.

Level III:
High quality

De‐escalation
techniques are a set of
complex interventions
overlooked by
researched because it

Level III:
Good quality
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aggression in mental
health populations.

Wong et al.
(2015)

Quasiexperimental

162 ED staff
members completed
an interdisciplinary
staff education
focusing on
improving team
communication and
staff attitudes toward
type II WPV using
simulation-enhanced
education for ED
staff. The staff
participation was
>95%, for a total of
106 paired surveys.

Staff attitudes towards
patient aggression
both at pre- and posteducation.

Staff pre- and postsurveys.

maintaining personal
control, and verbal
and non‐verbal skills.
The last four themes
related to the process
of intervention,
including engaging
with the patient, when
to intervene, ensuring
safe conditions for de‐
escalation, and de‐
escalation strategies
(including two sub‐
themes, autonomy
confirming
interventions, and
limit‐setting and
authoritative
interventions).
Parameters for
internal/patient
factors, external/staff
factors, and
situational/
interactional
perspectives on
patient aggression
significantly
improved (p < 0.0001,
p < 0.002, p < 0.0001
respectively). Change
in staff attitudes
toward management
of patient aggression
was insignificant (p =
0.542). Several
quality improvement
initiatives were
successfully
implemented,

is falsely assumed
healthcare staff are
competent in
performing them in
effective ways to
decrease WPV.

A structured,
simulation-enhanced,
interdisciplinary
protocol was
successful in
improving multiple
facets of ED staff
attitudes toward
behavioral crises.

Level III:
Good quality
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Wong et al.
(2018)

Quasiexperimental
with metasynthesis

57 total participants
included ED residents
and attending
physicians, physician
assistants, advanced
practice registered
nurses, ED nurses,
technicians, and
security staff at two
hospital sites.
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Teamwork in the
management of
agitated patients and
the impact of a
simulated
interdisciplinary
response to an
aggressive patient in
the ED.

KidSIM
Questionnaire
addressing teamwork
and simulation-based
learning attitudes preand post-simulationbased education.

including the creation
of an interdisciplinary
crisis alert and
response protocol.
KidSIM scores
revealed significant
improvements in
attitudes toward
relevance of
simulation,
interdisciplinary
education, and
situational awareness,
as well as four of six
elements pertaining to
team member roles
and responsibilities.

Simulation-based
training may be
effective to enhance
teamwork in
behavioral crises and
to foster dual patient
and staff safety

Level III:
Good quality
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Appendix C

Seven Phases of Lippitt’s Change Theory with Project Milestones
Phases of Lippitt’s Change
Theory

Diagnosis of the Problem

Assessment of Motivation
and Capacity for Change







Assessment of Resources

Select Change Objectives
Choose Roles of Change
Agents
Maintenance of the Change
Terminate the Helping
Relationship





Project Milestone
Identification of EBP guidelines
and measures
Gap analyses
Project charter
Organizational and microsystem
Assessments
Stakeholder analysis and QI
team building
Assess current policy (regulatory
compliance & accreditation) and
protocols (behavioral emergency
process map, violence risk
assessment (VRA) screening
tool, front-line communication
and EBP, documentation)
Budget
Develop staff education and
training materials and measures
Work Breakdown Structure

 Implement staff education and
training
 Project evaluation and
sustainability

Anticipated Date of
Completion
January 2019 – ongoing
Fall 2019
Fall 2019
Fall 2019
Fall 2019 – ongoing
Fall 2019 – ongoing

Fall 2019
Fall 2019 – Spring 2020
Fall 2019
Summer 2020
Fall 2020

Adapted from Lippitt, R., Watson, J., & Westley, B. (1958). The dynamics of planned change. Harcourt,
Brace and World.
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Appendix D
Stakeholder Analysis
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Appendix E

Oregon Association of Hospitals and Health Systems Workplace Violence Toolkit

Oregon Association of Hospitals and Health Systems. (2019). Workplace safety initiative.
https://www.oahhs.org/safety
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Appendix F

Five Core Building Blocks of a Workplace Violence Prevention Program
1) Management commitment and employee participation: Managers communicate priority
of WPV prevention, establish objectives, provide adequate resources and support, and
appoint leaders with authority and knowledge to nourish change. Additionally,
employees with direct patient care experience are ideally involved in all aspects of the
program development and are encouraged to report WPV incidents and concerns without
fear of retribution.
2) Worksite analysis and hazard identification: Procedures are established to continually
identify workplace hazards and manage risks. While an initial worksite assessment is
fundamental to setting safety guidelines, QI occurs after meticulous re-assessments and
evaluations of WPV sentinel events to determine opportunities for improvement. These
tasks should be centrally assigned to the Facility Management, Risk Management, and
Quality Control departments who can collaborate to continually improve processes.
3) Hazard prevention and control: A written policy and protocol for WPV prevention and
intervention should be implemented to eliminate or control WPV hazards while
implementation progress is tracked for quality outcomes for patients and staff. The
program should have clear goals and objectives readily available and communicated to all
staff.
4) Safety and health training: All employees should have education and training on hazard
recognition and control, and be advised of their roles and responsibilities during a WPV
crisis according to policy and protocol.
5) Record keeping and program evaluation: Accurate documentation of injuries, illnesses,
hazards, and specific details of WPV incidents will help determine the scope and severity
of WPV, identify patterns, evaluate methods, identify knowledge and training gaps, and
develop corrective action solutions for ongoing QI.
Adapted from Occupational Safety & Health Administration. (2016). Guidelines for preventing workplace violence
for healthcare and social service workers. https://www.osha.gov/Publications/osha3148.pdf
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Appendix G

U.S. House of Representatives Bill H.R. 1309
Workplace Violence Prevention for Health Care and Social Service Workers Act

H. R. 1309
AN ACT
To direct the Secretary of Labor to issue an occupational safety and health standard that requires covered
employers within the health care and social service industries to develop and implement a comprehensive
workplace violence prevention plan, and for other purposes.
Be it enacted by the Senate and House of Representatives of the United States of America in Congress
assembled,
SECTION 1. SHORT TITLE.
This Act may be cited as the “Workplace Violence Prevention for Health Care and Social Service
Workers Act”.
SEC. 2. TABLE OF CONTENTS.
The table of contents for this Act is as follows:
Sec. 1. Short title.
Sec. 2. Table of contents.

TITLE I—WORKPLACE VIOLENCE PREVENTION STANDARD
Sec.
Sec.
Sec.
Sec.
Sec.

101.
102.
103.
104.
105.

Workplace violence prevention standard.
Scope and application.
Requirements for workplace violence prevention standard.
Rules of construction.
Other definitions.

TITLE II—AMENDMENTS TO THE SOCIAL SECURITY ACT
Sec. 201. Application of the workplace violence prevention standard to certain facilities receiving
Medicare funds.

TITLE I—WORKPLACE VIOLENCE PREVENTION STANDARD
SEC. 101. WORKPLACE VIOLENCE PREVENTION STANDARD.
(a) I N TE R I M F I N A L S T A N D A R D .—
(1) IN GENERAL.—Not later than 1 year after the date of enactment of this Act, the Secretary of Labor
shall promulgate an interim final standard on workplace violence prevention—
(A) to require certain employers in the health care and social service sectors, and certain employers in
sectors that conduct activities similar to the activities in the health care and social service sectors, to
develop and implement a comprehensive workplace violence prevention plan to protect health care
workers, social service workers, and other personnel from workplace violence;
(B) that shall, at a minimum, be based on the Guidelines for Preventing Workplace Violence for Health
care and Social Service Workers published by the Occupational Safety and Health Administration of the
Department of Labor in 2015 and adhere to the requirements of this title; and
(C) that provides for a period determined appropriate by the Secretary, not to exceed 1 year, during which
the Secretary shall prioritize technical assistance and advice consistent with section 21(d) of the
Occupational Safety and Health Act of 1970 (29 U.S.C. 670(d)) to employers subject to the standard with
respect to compliance with the standard.
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(2) APPLICABILITY OF OTHER STATUTORY REQUIREMENTS.—The following shall not apply to
the promulgation of the interim final standard under this subsection:
(A) The requirements applicable to occupational safety and health standards under section 6(b) of the
Occupational Safety and Health Act of 1970 (29 U.S.C. 655(b)).
(B) The requirements of chapters 5 and 6 of title 5, United States Code, and titles 2 and 42, United States
Code.
(3) NOTICE AND COMMENT.—Notwithstanding paragraph (2)(B), the Secretary shall, prior to
promulgating the interim final standard under this subsection, provide notice in the Federal Register of the
interim final standard and a 30-day period for public comment.
(4) EFFECTIVE DATE OF INTERIM STANDARD.—The interim final standard shall—
(A) take effect on a date that is not later than 30 days after promulgation, except that such interim final
standard may include a reasonable phase-in period for the implementation of required engineering
controls that take effect after such date;
(B) be enforced in the same manner and to the same extent as any standard promulgated under section
6(b) of the Occupational Safety and Health Act of 1970 (29 U.S.C. 655(b)); and
(C) be in effect until the final standard described in subsection (b) becomes effective and enforceable.
(5) FAILURE TO PROMULGATE.—If an interim final standard described in paragraph (1) is not
promulgated not later than 1 year of the date of enactment of this Act, the provisions of this title shall be
in effect and enforced in the same manner and to the same extent as any standard promulgated under
section 6(b) of the Occupational Safety and Health Act (29 U.S.C. 655(b)) until such provisions are
superseded in whole by an interim final standard promulgated by the Secretary that meets the
requirements of paragraph (1).
(b) F I N A L S T A N D A R D .—
(1) PROPOSED STANDARD.—Not later than 2 years after the date of enactment of this Act, the
Secretary of Labor shall, pursuant to section 6 of the Occupational Safety and Health Act (29 U.S.C. 655),
promulgate a proposed standard on workplace violence prevention—
(A) for the purposes described in subsection (a)(1)(A); and
(B) that shall include, at a minimum, the elements contained in the interim final standard promulgated
under subsection (a).
(2) FINAL STANDARD.—Not later than 42 months after the date of enactment of this Act, the Secretary
shall promulgate a final standard on such proposed standard that shall—
(A) provide no less protection than any workplace violence standard adopted by a State plan that has been
approved by the Secretary under section 18 of the Occupational Safety and Health Act of 1970 (29 U.S.C.
667); and
(B) be effective and enforceable in the same manner and to the same extent as any standard promulgated
under section 6(b) of the Occupational Safety and Health Act of 1970 (29 U.S.C. 655(b)).
SEC. 102. SCOPE AND APPLICATION.
In this title:
(1) COVERED FACILITY.—
(A) IN GENERAL.—The term “covered facility” includes the following:
(i) Any hospital, including any specialty hospital, in-patient or outpatient setting, or clinic operating
within a hospital license, or any setting that provides outpatient services.
(ii) Any residential treatment facility, including any nursing home, skilled nursing facility, hospice
facility, and long-term care facility.
(iii) Any non-residential treatment or service setting.
(iv) Any medical treatment or social service setting or clinic at a correctional or detention facility.
(v) Any community care setting, including a community-based residential facility, group home, and
mental health clinic.
(vi) Any psychiatric treatment facility.
(vii) Any drug abuse or substance use disorder treatment center.
(viii) Any independent freestanding emergency centers.
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(ix) Any facility described in clauses (i) through (viii) operated by a Federal Government agency and
required to comply with occupational safety and health standards pursuant to section 1960 of title 29,
Code of Federal Regulations (as such section is in effect on the date of enactment of this Act).
(x) Any other facility the Secretary determines should be covered under the standards promulgated under
section 101.
(B) EXCLUSION.—The term “covered facility” does not include an office of a physician, dentist,
podiatrist, or any other health practitioner that is not physically located within a covered facility described
in clauses (i) through (x) of subparagraph (A).
(2) COVERED SERVICES.—
(A) IN GENERAL.—The term “covered service” includes the following services and operations:
(i) Any services and operations provided in any field work setting, including home health care, homebased hospice, and home-based social work.
(ii) Any emergency services and transport, including such services provided by firefighters and
emergency responders.
(iii) Any services described in clauses (i) and (ii) performed by a Federal Government agency and
required to comply with occupational safety and health standards pursuant to section 1960 of title 29,
Code of Federal Regulations (as such section is in effect on the date of enactment of this Act).
(iv) Any other services and operations the Secretary determines should be covered under the standards
promulgated under section 101.
(B) EXCLUSION.—The term “covered service” does not include child day care services.
(3) COVERED EMPLOYER.—
(A) IN GENERAL.—The term “covered employer” includes a person (including a contractor,
subcontractor, a temporary service firm, or an employee leasing entity) that employs an individual to
work at a covered facility or to perform covered services.
(B) EXCLUSION.—The term “covered employer” does not include an individual who privately employs,
in the individual’s residence, a person to perform covered services for the individual or a family member
of the individual.
(4) COVERED EMPLOYEE.—The term “covered employee” includes an individual employed by a
covered employer to work at a covered facility or to perform covered services.
SEC. 103. REQUIREMENTS FOR WORKPLACE VIOLENCE PREVENTION STANDARD.
Each standard described in section 101 shall include, at a minimum, the following requirements:
(1) WORKPLACE VIOLENCE PREVENTION PLAN.—Not later than 6 months after the date of
promulgation of the interim final standard under section 101(a), a covered employer shall develop,
implement, and maintain an effective written workplace violence prevention plan for covered employees
at each covered facility and for covered employees performing a covered service on behalf of such
employer, which meets the following:
(A) PLAN DEVELOPMENT.—Each Plan shall—
(i) be developed and implemented with the meaningful participation of direct care employees, other
employees, and employee representatives, for all aspects of the Plan;
(ii) be tailored and specific to conditions and hazards for the covered facility or the covered service,
including patient-specific risk factors and risk factors specific to each work area or unit; and
(iii) be suitable for the size, complexity, and type of operations at the covered facility or for the covered
service, and remain in effect at all times.
(B) PLAN CONTENT.—Each Plan shall include procedures and methods for the following:
(i) Identification of the individual responsible for implementation of the Plan.
(ii) With respect to each work area and unit at the covered facility or while covered employees are
performing the covered service, risk assessment and identification of workplace violence risks and
hazards to employees exposed to such risks and hazards (including environmental risk factors and patientspecific risk factors), which shall be—
(I) informed by past violent incidents specific to such covered facility or such covered service; and
(II) conducted with, at a minimum—
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(aa) direct care employees;
(bb) where applicable, the representatives of such employees; and
(cc) the employer.
(iii) Hazard prevention, engineering controls, or work practice controls to correct hazards, in a timely
manner, applying industrial hygiene principles of the hierarchy of controls, which—
(I) may include security and alarm systems, adequate exit routes, monitoring systems, barrier protection,
established areas for patients and clients, lighting, entry procedures, staffing and working in teams, and
systems to identify and flag clients with a history of violence; and
(II) shall ensure that employers correct, in a timely manner, hazards identified in any violent incident
investigation described in paragraph (2) and any annual report described in paragraph (5).
(iv) Reporting, incident response, and post-incident investigation procedures, including procedures—
(I) for employees to report workplace violence risks, hazards, and incidents;
(II) for employers to respond to reports of workplace violence;
(III) for employers to perform a post-incident investigation and debriefing of all reports of workplace
violence with the participation of employees and their representatives;
(IV) to provide medical care or first aid to affected employees; and
(V) to provide employees with information about available trauma and related counseling.
(v) Procedures for emergency response, including procedures for threats of mass casualties and
procedures for incidents involving a firearm or a dangerous weapon.
(vi) Procedures for communicating with and training the covered employees on workplace violence
hazards, threats, and work practice controls, the employer’s plan, and procedures for confronting,
responding to, and reporting workplace violence threats, incidents, and concerns, and employee rights.
(vii) Procedures for—
(I) ensuring the coordination of risk assessment efforts, Plan development, and implementation of the
Plan with other employers who have employees who work at the covered facility or who are performing
the covered service; and
(II) determining which covered employer or covered employers shall be responsible for implementing and
complying with the provisions of the standard applicable to the working conditions over which such
employers have control.
(viii) Procedures for conducting the annual evaluation under paragraph (6).
(C) AVAILABILITY OF PLAN.—
(i) IN GENERAL.—Each Plan shall be—
(I) made available at all times to the covered employees who are covered under such Plan; and
(II) to the extent possible, emailed to each such employee upon completion of the employee’s annual
training under paragraph (3)(A).
(ii) RULE OF CONSTRUCTION.—Nothing in this subparagraph shall be construed to serve in lieu of
training or any other requirements under this Act.
(2) VIOLENT INCIDENT INVESTIGATION.—
(A) IN GENERAL.—As soon as practicable after a workplace violence incident, risk, or hazard of which
a covered employer has knowledge, the employer shall conduct an investigation of such incident, risk, or
hazard under which the employer shall—
(i) review the circumstances of the incident, risk, or hazard, and whether any controls or measures
implemented pursuant to the Plan of the employer were effective; and
(ii) solicit input from involved employees, their representatives, and supervisors about the cause of the
incident, risk, or hazard, and whether further corrective measures (including system-level factors) could
have prevented the incident, risk, or hazard.
(B) DOCUMENTATION.—A covered employer shall document the findings, recommendations, and
corrective measures taken for each investigation conducted under this paragraph.
(3) TRAINING AND EDUCATION.—With respect to the covered employees covered under a Plan of a
covered employer, the employer shall provide training and education to such employees who may be
exposed to workplace violence hazards and risks, which meet the following requirements:
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(A) Annual training and education shall include information on the Plan, including identified workplace
violence hazards, work practice control measures, reporting procedures, record keeping requirements,
response procedures, anti-retaliation policies, and employee rights.
(B) Additional hazard recognition training shall be provided for supervisors and managers to ensure
they—
(i) can recognize high-risk situations; and
(ii) do not assign employees to situations that predictably compromise the safety of such employees.
(C) Additional training shall be provided for each such covered employee whose job circumstances have
changed, within a reasonable timeframe after such change.
(D) Additional training shall be provided for each such covered employee whose job circumstances
require working with victims of torture, trafficking, or domestic violence.
(E) Applicable training shall be provided under this paragraph for each new covered employee prior to the
employee’s job assignment.
(F) All training shall provide such employees opportunities to ask questions, give feedback on training,
and request additional instruction, clarification, or other followup.
(G) All training shall be provided in-person and by an individual with knowledge of workplace violence
prevention and of the Plan, except that any annual training described in subparagraph (A) provided to an
employee after the first year such training is provided to such employee may be conducted by live video if
in-person training is impracticable.
(H) All training shall be appropriate in content and vocabulary to the language, educational level, and
literacy of such covered employees.
(4) RECORDKEEPING AND ACCESS TO PLAN RECORDS.—
(A) IN GENERAL.—Each covered employer shall—
(i) maintain for not less than 5 years—
(I) records related to each Plan of the employer, including workplace violence risk and hazard
assessments, and identification, evaluation, correction, and training procedures;
(II) a violent incident log described in subparagraph (B) for recording all workplace violence incidents;
and
(III) records of all incident investigations as required under paragraph (2)(B); and
(ii) (I) make such records and logs available, upon request, to covered employees and their representatives
for examination and copying in accordance with section 1910.1020 of title 29, Code of Federal
Regulations (as such section is in effect on the date of enactment of this Act), and in a manner consistent
with HIPAA privacy regulations (defined in section 1180(b)(3) of the Social Security Act (42 U.S.C.
1320d–9(b)(3))) and part 2 of title 42, Code of Federal Regulations (as such part is in effect on the date of
enactment of this Act); and
(II) ensure that any such records and logs that may be copied, transmitted electronically, or otherwise
removed from the employer’s control for purposes of this clause omit any element of personal identifying
information sufficient to allow identification of any patient, resident, client, or other individual alleged to
have committed a violent incident (including the individual’s name, address, electronic mail address,
telephone number, or social security number, or other information that, alone or in combination with other
publicly available information, reveals such individual’s identity).
(B) VIOLENT INCIDENT LOG DESCRIPTION.—Each violent incident log shall—
(i) be maintained by a covered employer for each covered facility controlled by the employer and for each
covered service being performed by a covered employee on behalf of such employer;
(ii) be based on a template developed by the Secretary not later than 1 year after the date of enactment of
this Act;
(iii) include, at a minimum, a description of—
(I) the violent incident (including environmental risk factors present at the time of the incident);
(II) the date, time, and location of the incident, and the names and job titles of involved employees;
(III) the nature and extent of injuries to covered employees;
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(IV) a classification of the perpetrator who committed the violence, including whether the perpetrator
was—
(aa) a patient, client, resident, or customer of a covered employer;
(bb) a family or friend of a patient, client, resident, or customer of a covered employer;
(cc) a stranger;
(dd) a coworker, supervisor, or manager of a covered employee;
(ee) a partner, spouse, parent, or relative of a covered employee; or
(ff) any other appropriate classification;
(V) the type of violent incident (such as type 1 violence, type 2 violence, type 3 violence, or type 4
violence); and
(VI) how the incident was abated;
(iv) not later than 7 days after the employer learns of such incident, contain a record of each violent
incident, which is updated to ensure completeness of such record;
(v) be maintained for not less than 5 years; and
(vi) in the case of a violent incident involving a privacy concern case, protect the identity of employees in
a manner consistent with section 1904.29(b) of title 29, Code of Federal Regulations (as such section is in
effect on the date of enactment of this Act).
(C) ANNUAL SUMMARY.—
(i) COVERED EMPLOYERS.—Each covered employer shall prepare an annual summary of each violent
incident log for the preceding calendar year that shall—
(I) with respect to each covered facility, and each covered service, for which such a log has been
maintained, include the total number of violent incidents, the number of recordable injuries related to
such incidents, and the total number of hours worked by the covered employees for such preceding year;
(II) be completed on a form provided by the Secretary;
(III) be posted for 3 months beginning February 1 of each year in a manner consistent with the
requirements of section 1904 of title 29, Code of Federal Regulations (as such section is in effect on the
date of enactment of this Act), relating to the posting of summaries of injury and illness logs;
(IV) be located in a conspicuous place or places where notices to employees are customarily posted; and
(V) not be altered, defaced, or covered by other material.
(ii) SECRETARY.—Not later than 1 year after the promulgation of the interim final standard under
section 101(a), the Secretary shall make available a platform for the electronic submission of annual
summaries required under this paragraph.
(5) ANNUAL REPORT.—Not later than February 15 of each year, each covered employer shall report to
the Secretary, the frequency, quantity, and severity of workplace violence, and any incident response and
post-incident investigation (including abatement measures) for the incidents set forth in the annual
summary of the violent incident log described in paragraph (4)(C). Not later than May 15 of each year,
the Secretary shall provide to Congress a report containing statistical data with respect to, and a summary
of, reports submitted to the Secretary under this paragraph. The contents of the report of the Secretary
shall not disclose any confidential information.
(6) ANNUAL EVALUATION.—Each covered employer shall conduct an annual written evaluation,
conducted with the full, active participation of covered employees and employee representatives, of—
(A) the implementation and effectiveness of the Plan, including a review of the violent incident log; and
(B) compliance with training required by each standard described in section 101, and specified in the
Plan.
(7) PLAN UPDATES.—Each covered employer shall incorporate changes to the Plan, in a manner
consistent with paragraph (1)(A)(i) and based on findings from the most recent annual evaluation
conducted under paragraph (6), as appropriate.
(8) ANTI-RETALIATION.—
(A) POLICY.—Each covered employer shall adopt a policy prohibiting any person (including an agent of
the employer) from discriminating or retaliating against any employee for reporting, or seeking assistance
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or intervention from, a workplace violence incident, threat, or concern to the employer, law enforcement,
local emergency services, or a government agency, or participating in an incident investigation.
(B) PROHIBITION.—No covered employer shall discriminate or retaliate against any employee for—
(i) reporting a workplace violence incident, threat, or concern to, or seeking assistance or intervention
with respect to such incident, threat, or concern from, the employer, law enforcement, local emergency
services, or a local, State, or Federal government agency; or
(ii) exercising any other rights under this paragraph.
(C) ENFORCEMENT.—This paragraph shall be enforced in the same manner and to the same extent as
any standard promulgated under section 6(b) of the Occupational Safety and Health Act (29 U.S.C.
655(b)).
SEC. 104. RULES OF CONSTRUCTION.
Notwithstanding section 18 of the Occupational Safety and Health Act of 1970 (29 U.S.C. 667)—
(1) nothing in this title shall be construed to curtail or limit authority of the Secretary under any other
provision of the law;
(2) the rights, privileges, or remedies of covered employees shall be in addition to the rights, privileges, or
remedies provided under any Federal or State law, or any collective bargaining agreement;
(3) nothing in this Act shall be construed to limit or prevent health care workers, social service workers,
and other personnel from reporting violent incidents to appropriate law enforcement; and
(4) nothing in this Act shall be construed to limit or diminish any protections in relevant Federal, State, or
local law related to—
(A) domestic violence;
(B) stalking;
(C) dating violence; and
(D) sexual assault.
SEC. 105. OTHER DEFINITIONS.
In this title:
(1) WORKPLACE VIOLENCE.—
(A) IN GENERAL.—The term “workplace violence” means any act of violence or threat of violence,
without regard to intent, that occurs at a covered facility or while a covered employee performs a covered
service.
(B) EXCLUSIONS.—The term “workplace violence” does not include lawful acts of self-defense or
lawful acts of defense of others.
(C) INCLUSIONS.—The term “workplace violence” includes—
(i) the threat or use of physical force against a covered employee that results in or has a high likelihood of
resulting in injury, psychological trauma, or stress, without regard to whether the covered employee
sustains an injury, psychological trauma, or stress; and
(ii) an incident involving the threat or use of a firearm or a dangerous weapon, including the use of
common objects as weapons, without regard to whether the employee sustains an injury, psychological
trauma, or stress.
(2) TYPE 1 VIOLENCE.—The term “type 1 violence”—
(A) means workplace violence directed at a covered employee at a covered facility or while performing a
covered service by an individual who has no legitimate business at the covered facility or with respect to
such covered service; and
(B) includes violent acts by any individual who enters the covered facility or worksite where a covered
service is being performed with the intent to commit a crime.
(3) TYPE 2 VIOLENCE.—The term “type 2 violence” means workplace violence directed at a covered
employee by customers, clients, patients, students, inmates, or any individual for whom a covered facility
provides services or for whom the employee performs covered services.
(4) TYPE 3 VIOLENCE.—The term “type 3 violence” means workplace violence directed at a covered
employee by a present or former employee, supervisor, or manager.
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(5) TYPE 4 VIOLENCE.—The term “type 4 violence” means workplace violence directed at a covered
employee by an individual who is not an employee, but has or is known to have had a personal
relationship with such employee, or with a customer, client, patient, student, inmate, or any individual for
whom a covered facility provides services or for whom the employee performs covered services.
(6) THREAT OF VIOLENCE.—The term “threat of violence” means a statement or conduct that—
(A) causes an individual to fear for such individual’s safety because there is a reasonable possibility the
individual might be physically injured; and
(B) serves no legitimate purpose.
(7) ALARM.—The term “alarm” means a mechanical, electrical, or electronic device that does not rely
upon an employee’s vocalization in order to alert others.
(8) DANGEROUS WEAPON.—The term “dangerous weapon” means an instrument capable of inflicting
death or serious bodily injury, without regard to whether such instrument was designed for that purpose.
(9) ENGINEERING CONTROLS.—
(A) IN GENERAL.—The term “engineering controls” means an aspect of the built space or a device that
removes a hazard from the workplace or creates a barrier between a covered employee and the hazard.
(B) INCLUSIONS.—For purposes of reducing workplace violence hazards, the term “engineering
controls” includes electronic access controls to employee occupied areas, weapon detectors (installed or
handheld), enclosed workstations with shatter-resistant glass, deep service counters, separate rooms or
areas for high-risk patients, locks on doors, removing access to or securing items that could be used as
weapons, furniture affixed to the floor, opaque glass in patient rooms (which protects privacy, but allows
the health care provider to see where the patient is before entering the room), closed-circuit television
monitoring and video recording, sight-aids, and personal alarm devices.
(10) ENVIRONMENTAL RISK FACTORS.—
(A) IN GENERAL.—The term “environmental risk factors” means factors in the covered facility or area
in which a covered service is performed that may contribute to the likelihood or severity of a workplace
violence incident.
(B) CLARIFICATION.—Environmental risk factors may be associated with the specific task being
performed or the work area, such as working in an isolated area, poor illumination or blocked visibility,
and lack of physical barriers between individuals and persons at risk of committing workplace violence.
(11) PATIENT-SPECIFIC RISK FACTORS.—The term “patient-specific risk factors” means factors
specific to a patient that may increase the likelihood or severity of a workplace violence incident,
including—
(A) a patient’s treatment and medication status, and history of violence and use of drugs or alcohol; and
(B) any conditions or disease processes of the patient that may cause the patient to experience confusion
or disorientation, be non-responsive to instruction, behave unpredictably, or engage in disruptive,
threatening, or violent behavior.
(12) SECRETARY.—The term “Secretary” means the Secretary of Labor.
(13) WORK PRACTICE CONTROLS.—
(A) IN GENERAL.—The term “work practice controls” means procedures and rules that are used to
effectively reduce workplace violence hazards.
(B) INCLUSIONS.—The term “work practice controls” includes—
(i) assigning and placing sufficient numbers of staff to reduce patient-specific Type 2 workplace violence
hazards;
(ii) provision of dedicated and available safety personnel such as security guards;
(iii) employee training on workplace violence prevention methods and techniques to de-escalate and
minimize violent behavior; and
(iv) employee training on procedures for response in the event of a workplace violence incident and for
post-incident response.
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TITLE II—AMENDMENTS TO THE SOCIAL SECURITY ACT
SEC. 201. APPLICATION OF THE WORKPLACE VIOLENCE PREVENTION STANDARD TO CERTAIN
FACILITIES RECEIVING MEDICARE FUNDS.
(a) I N G E N E R A L .—Section 1866 of the Social Security Act (42 U.S.C. 1395cc) is amended—
(1) in subsection (a)(1)—
(A) in subparagraph (X), by striking “and” at the end;
(B) in subparagraph (Y), by striking at the end the period and inserting “; and”; and
(C) by inserting after subparagraph (Y) the following new subparagraph:
“(Z) in the case of hospitals that are not otherwise subject to the Occupational Safety and Health Act of
1970 (or a State occupational safety and health plan that is approved under 18(b) of such Act) and skilled
nursing facilities that are not otherwise subject to such Act (or such a State occupational safety and health
plan), to comply with the Workplace Violence Prevention Standard (as promulgated under section 101 of
the Workplace Violence Prevention for Health Care and Social Service Workers Act).”; and
(2) in subsection (b)(4)—
(A) in subparagraph (A), by inserting “and a hospital or skilled nursing facility that fails to comply with
the requirement of subsection (a)(1)(Z) (relating to the Workplace Violence Prevention Standard)” after
“Bloodborne Pathogens standard)”; and
(B) in subparagraph (B)—
(i) by striking “(a)(1)(U)” and inserting “(a)(1)(V)”; and
(ii) by inserting “(or, in the case of a failure to comply with the requirement of subsection (a)(1)(Z), for a
violation of the Workplace Violence Prevention standard referred to in such subsection by a hospital or
skilled nursing facility, as applicable, that is subject to the provisions of such Act)” before the period at
the end.
(b) E F F E C TI V E D A T E .—The amendments made by subsection (a) shall apply beginning on the date that
is 1 year after the date of issuance of the interim final standard on workplace violence prevention required
under section 101.
Passed the House of Representatives November 21, 2019.
Attest:
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H. R. 1309
AN ACT

To direct the Secretary of Labor to issue an occupational safety and health standard that requires covered
employers within the health care and social service industries to develop and implement a comprehensive
workplace violence prevention plan, and for other purposes.
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Appendix H
California Senate Bill (SB) No. 1299

California Senate Bill (SB) No. 1299: Workplace violence prevention plans: Hospitals.
An act to add Section 6401.8 to the Labor Code, relating to occupational safety and health.
[Approved by Governor September 29, 2014. Filed with Secretary of State on
September 29, 2014.]
Existing law regulates the operation of health facilities, including hospitals.
The California Occupational Safety and Health Act of 1973 imposes safety responsibilities on
employers and employees, including the requirement that an employer establish, implement, and
maintain an effective injury prevention program, and makes specified violations of these
provisions a crime.
This bill would require the Occupational Safety and Health Standards Board, no later than July 1,
2016, to adopt standards developed by the Division of Occupational Safety and Health that
require specified types of hospitals, including a general acute care hospital or an acute
psychiatric hospital, to adopt a workplace violence prevention plan as a part of the hospital’s
injury and illness prevention plan to protect health care workers and other facility personnel from
aggressive and violent behavior. The bill would require the standards to include prescribed
requirements for a plan. The bill would require the division, by January 1, 2017, and annually
thereafter, to post a report on its Internet Web site containing specified information regarding
violent incidents at hospitals. The bill would exempt certain state-operated hospitals from these
provisions.
Because this bill would expand the scope of a crime, the bill would impose a state-mandated
local program.
The California Constitution requires the state to reimburse local agencies and school districts for
certain costs mandated by the state. Statutory provisions establish procedures for making that
reimbursement.
This bill would provide that no reimbursement is required by this act for a specified reason.
Section 6401.8 is added to the Labor Code, to read:
(a) The standards board, no later than July 1, 2016, shall adopt standards developed by the
division that require a hospital licensed pursuant to subdivision (a), (b), or (f) of Section 1250 of
the Health and Safety Code, except as exempted by subdivision (d), to adopt a workplace
violence prevention plan as a part of its injury and illness prevention plan to protect health care
workers and other facility personnel from aggressive and violent behavior.
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(b) The standards adopted pursuant to subdivision (a) shall include all of the following:
(1) A requirement that the workplace violence prevention plan be in effect at all times in all
patient care units, including inpatient and outpatient settings and clinics on the hospital’s license.
(2) A definition of workplace violence that includes, but is not limited to, both of the following:
(A) The use of physical force against a hospital employee by a patient or a person accompanying
a patient that results in, or has a high likelihood of resulting in, injury, psychological trauma, or
stress, regardless of whether the employee sustains an injury.
(B) An incident involving the use of a firearm or other dangerous weapon, regardless of whether
the employee sustains an injury.
(3) A requirement that a workplace violence prevention plan include, but not be limited to, all of
the following:
(A) Personnel education and training policies that require all health care workers who provide
direct care to patients to, at least annually, receive education and training that is designed to
provide an opportunity for interactive questions and answers with a person knowledgeable about
the workplace violence prevention plan. The education and training shall cover topics that
include, but are not limited to, the following topics:
(i) How to recognize potential for violence, and when and how to seek assistance to prevent or
respond to violence.
(ii) How to report violent incidents to law enforcement.
(iii) Any resources available to employees for coping with incidents of violence, including, but
not limited to, critical incident stress debriefing or employee assistance programs.
(B) A system for responding to, and investigating violent incidents and situations involving
violence or the risk of violence.
(C) A system to, at least annually, assess and improve upon factors that may contribute to, or
help prevent workplace violence, including, but not limited to, the following factors:
(i) Staffing, including staffing patterns and patient classification systems that contribute to, or are
insufficient to address, the risk of violence.
(ii) Sufficiency of security systems, including alarms, emergency response, and security
personnel availability.
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(iii) Job design, equipment, and facilities.
(iv) Security risks associated with specific units, areas of the facility with uncontrolled access,
late-night or early morning shifts, and employee security in areas surrounding the facility such as
employee parking areas.
(4) A requirement that all workplace violence prevention plans be developed in conjunction with
affected employees, including their recognized collective bargaining agents, if any.
(5) A requirement that all temporary personnel be oriented to the workplace violence prevention
plan.
(6) Provisions prohibiting hospitals from disallowing an employee from, or taking punitive or
retaliatory action against an employee for, seeking assistance and intervention from local
emergency services or law enforcement when a violent incident occurs.
(7) A requirement that hospitals document, and retain for a period of five years, a written record
of any violent incident against a hospital employee, regardless of whether the employee sustains
an injury, and regardless of whether the report is made by the employee who is the subject of the
violent incident or any other employee.
(8) A requirement that a hospital report violent incidents to the division. If the incident results in
injury, involves the use of a firearm or other dangerous weapon, or presents an urgent or
emergent threat to the welfare, health, or safety of hospital personnel, the hospital shall report the
incident to the division within 24 hours. All other incidents of violence shall be reported to the
division within 72 hours.
(c) By January 1, 2017, and annually thereafter, the division, in a manner that protects patient
and employee confidentiality, shall post a report on its Internet Web site containing information
regarding violent incidents at hospitals, that includes, but is not limited to, the total number of
reports, and which specific hospitals filed reports, pursuant to paragraph (8) of subdivision (b),
the outcome of any related inspection or investigation, the citations levied against a hospital
based on a violent incident, and recommendations of the division on the prevention of violent
incidents at hospitals.
(d) This section shall not apply to a hospital operated by the State Department of State Hospitals,
the State Department of Developmental Services, or the Department of Corrections and
Rehabilitation.
(e) This section does not limit the authority of the standards board to adopt standards to protect
employees from workplace violence. Nothing in this section shall be interpreted to preclude the
standards board from adopting standards that require other employers, including, but not limited
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to, employers exempted from this section by subdivision (d), to adopt plans to protect employees
from workplace violence. Nothing in this section shall be interpreted to preclude the standards
board from adopting standards that require an employer subject to this section, or any other
employer, to adopt a workplace violence prevention plan that includes elements or requirements
additional to, or broader in scope than, those described in this section.
No reimbursement is required by this act pursuant to Section 6 of Article XIII B of the
California Constitution because the only costs that may be incurred by a local agency or school
district will be incurred because this act creates a new crime or infraction, eliminates a crime or
infraction, or changes the penalty for a crime or infraction, within the meaning of Section 17556
of the Government Code, or changes the definition of a crime within the meaning of Section 6 of
Article XIII B of the California Constitution.
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Appendix I

The Joint Commission Requirements Relevant to Physical and Verbal Violence Against
Health Care Workers
HOSPITALS
Environment of Care (EC)
EC.01.01.01 Element of Performance (EP) 4: The hospital has a written plan for managing the
following: The environmental safety of patients and everyone else who enters the hospital’s facilities.
EC.01.01.01 EP 5: The hospital has a written plan for managing the following: The security of
everyone who enters the hospital’s facilities.
EC.02.01.01 EP 1: The hospital implements its process to identify safety and security risks associated
with the environment of care that could affect patients, staff, and other people coming to the hospital's
facilities.
Note: Risks are identified from internal sources such as ongoing monitoring of the environment, results
of root cause analyses, results of proactive risk assessments of high-risk processes, and from credible
external sources such as Sentinel Event Alerts.
EC.02.01.01 EP 3: The hospital takes action to minimize or eliminate identified safety and security risks
in the physical environment.
EC.02.01.01 EP 7: The hospital identifies individuals entering its facilities.
Note: The hospital determines which of those individuals require identification and how to do so.
EC.02.01.01 EP 8: The hospital controls access to and from areas it identifies as security sensitive.
EC.04.01.01 EP 1: The hospital establishes a process(es) for continually monitoring, internally
reporting, and investigating the following:
- Injuries to patients or others within the hospital’s facilities
- Occupational illnesses and staff injuries
- Incidents of damage to its property or the property of others
- Security incidents involving patients, staff, or others within its facilities
- Hazardous materials and waste spills and exposures
- Fire safety management problems, deficiencies, and failures
- Medical or laboratory equipment management problems, failures, and use errors
- Utility systems management problems, failures, or use errors
Note 1: All the incidents and issues listed above may be reported to staff in quality assessment,
improvement, or other functions. A summary of such incidents may also be shared with the person
designated to coordinate safety management activities.
Note 2: Review of incident reports often requires that legal processes be followed to preserve
confidentiality. Opportunities to improve care, treatment, or services, or to prevent similar incidents, are
not lost as a result of following the legal process.
EC.04.01.01 EP 3: Based on its process(es), the hospital reports and investigates the following:
Injuries to patients or others in the hospital’s facilities.
EC.04.01.01 EP 6: Based on its process(es), the hospital reports and investigates the following:
Security incidents involving patients, staff, or others within its facilities.
EC.04.01.03 EP 2: The hospital uses the results of data analysis to identify opportunities to
resolve environmental safety issues.
EC.04.01.05 EP 1: The hospital takes action on the identified opportunities to resolve environmental
safety issues.
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Emergency Management (EM)
EM.01.01.01 EP 2: The hospital conducts a hazard vulnerability analysis (HVA) to identify potential
emergencies within the organization and the community that could affect demand for the hospital’s
services or its ability to provide those services, the likelihood of those events occurring, and the
consequences of those events. The findings of this analysis are documented. (See also EM.03.01.01, EP
1; IC.01.06.01, EP 4)
Note 1: Hospitals have flexibility in creating either a single HVA that accurately reflects all sites of the
hospital, or multiple HVAs. Some remote sites may be significantly different from the main site (for
example, in terms of hazards, location, and population served); in such situations a separate HVA is
appropriate.
Note 2: If the hospital identifies a surge in infectious patients as a potential emergency, this issue is
addressed in the "Infection Prevention and Control" (IC) chapter.
EM.01.01.01 EP 3: The hospital, together with its community partners, prioritizes the potential
emergencies identified in its hazard vulnerability analysis (HVA) and documents these priorities.
Note: The hospital determines which community partners are critical to helping define priorities in its
HVA. Community partners may include other health care organizations, the public health department,
vendors, community organizations, public safety and public works officials, representatives of local
municipalities, and other government agencies.
EM.01.01.01 EP 4: The hospital communicates its needs and vulnerabilities to community emergency
response agencies and identifies the community’s capability to meet its needs. This communication and
identification occur at the time of the hospital's annual review of its Emergency Operations Plan and
whenever its needs or vulnerabilities change. (See also EM.03.01.01, EP 1)
EM.01.01.01 EP 5: The hospital uses its hazard vulnerability analysis as a basis for defining
mitigation activities (that is, activities designed to reduce the risk of and potential damage from
an emergency).
Note: Mitigation, preparedness, response, and recovery are the four phases of emergency management.
They occur over time: Mitigation and preparedness generally occur before an emergency, and response
and recovery occur during and after an emergency.
EM.01.01.01 EP 7: The hospital's incident command structure is integrated into and consistent
with its community’s command structure.*
Note: The incident command structure used by the hospital should provide for a scalable response to
different types of emergencies.
Footnote*: The National Incident Management System (NIMS) is one of many models for an incident
command structure available to health care organizations. The NIMS provides guidelines for common
functions and terminology to support clear communications and effective collaboration in an emergency
situation. The NIMS is required of hospitals receiving certain federal funds for emergency preparedness.
EM.02.01.01 EP 2: The hospital develops and maintains a written Emergency Operations Plan that
describes the response procedures to follow when emergencies occur. (See also EM.03.01.03, EP 5)
Note: The response procedures address the prioritized emergencies but can also be adapted to
other emergencies that the hospital may experience. Response procedures could include the
following:
- Maintaining or expanding services
- Conserving resources
- Curtailing services
- Supplementing resources from outside the local community
- Closing the hospital to new patients
- Staged evacuation
- Total evacuation
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EM.02.02.01 EP 1: The Emergency Operations Plan describes the following: How staff will be
notified that emergency response procedures have been initiated.
EM.02.02.01 EP 2: The Emergency Operations Plan describes the following: How the hospital
will communicate information and instructions to its staff and licensed independent practitioners
during an emergency.
EM.02.02.01 EP 3: The Emergency Operations Plan describes the following: How the hospital
will notify external authorities that emergency response measures have been initiated.
EM.02.02.01 EP 4: The Emergency Operations Plan describes the following: How the
hospital will communicate with external authorities during an emergency.
EM.02.02.01 EP 6: The Emergency Operations Plan describes the following: How the
hospital will communicate with the community or the media during an emergency.
EM.02.02.01 EP 12: The Emergency Operations Plan describes the following: How, and under what
circumstances, the hospital will communicate information about patients to third parties (such as other
health care organizations, the state health department, police, and the Federal Bureau of Investigation
[FBI]).
EM.02.02.05 EP 1: The Emergency Operations Plan describes the following: The hospital's
arrangements for internal security and safety.
EM.02.02.05 EP 2: The Emergency Operations Plan describes the following: The roles that community
security agencies (for example, police, sheriff, National Guard) will have in the event of an emergency.
EM.02.02.05 EP 3: The Emergency Operations Plan describes the following: How the hospital will
coordinate security activities with community security agencies (for example, police, sheriff, National
Guard).
EM.02.02.05 EP 7: The Emergency Operations Plan describes the following: How the hospital will
control entrance into and out of the health care facility during an emergency.
EM.02.02.05 EP 8: The Emergency Operations Plan describes the following: How the hospital will
control the movement of individuals within the health care facility during an emergency.
EM.02.02.05 EP 9: The Emergency Operations Plan describes the following: The hospital's
arrangements for controlling vehicles that access the health care facility during an emergency.
EM.02.02.05 EP 10: The hospital implements the components of its Emergency Operations Plan that
require advance preparation to support security and safety during an emergency.
EM.02.02.07 EP 7: The hospital trains staff for their assigned emergency response roles.
EM.02.02.11 EP 2: The Emergency Operations Plan describes the following: How the hospital will
manage the activities required as part of patient scheduling, triage, assessment, treatment, admission,
transfer, and discharge.
EM.02.02.11 EP 3: The Emergency Operations Plan describes the following: How the hospital will
evacuate (from one section or floor to another within the building, or, completely outside the
building) when the environment cannot support care, treatment, and services. (See also EM.02.02.03,
EPs 9 and 10)
EM.03.01.03 EP 2: For each site of the hospital that offers emergency services or is a communitydesignated disaster receiving station, at least one of the hospital’s two emergency response exercises
includes an influx of simulated patients.
Note 1: Tabletop sessions, though useful, cannot serve for this portion of the exercise.
Note 2: This portion of the emergency response exercise can be conducted separately or in conjunction
with EM.03.01.03, EPs 3 and 4.
EM.03.01.03 EP 10: During emergency response exercises, the hospital monitors its management of the
following: Staff roles and responsibilities.
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Leadership (LD)

LD.03.01.01: Leaders create and maintain a culture of safety and quality throughout the hospital.
LD.04.01.01 EP 2: The hospital provides care, treatment, and services in accordance with
licensure requirements, laws, and rules and regulations.
LD.04.04.05: The hospital has an organization-wide, integrated patient safety program within its
performance improvement activities.
Provision of Care, Treatment, and Services (PC)
PC.01.02.13 EP 6: Based on the patient’s age and needs, the assessment for patients who receive
treatment for emotional and behavioral disorders includes the following:
- A psychiatric evaluation
- Psychological assessments, including intellectual, projective, neuropsychological, and personality testing
- For psychiatric hospitals that use Joint Commission accreditation for deemed status purposes:
Complete neurological examination at the time of the admission physical examination, when
indicated (For more information on physical examination, see PC.01.02.03, EP 4)
PC.03.05.03 EP 1: The hospital implements restraint or seclusion using safe techniques identified
by the hospital’s policies and procedures in accordance with law and regulation.
Rights and Responsibilities of the Individual (RI)
RI.01.06.03 EP 1: The hospital determines how it will protect the patient from neglect, exploitation, and
abuse that could occur while the patient is receiving care, treatment, and services.
Note: For hospitals that use Joint Commission accreditation for deemed status purposes and have swing
beds:
The hospital also determines how it will protect residents from corporal punishment and involuntary
seclusion.
Adapted from Joint Commission. (2012). Improving patient and worker safety: Opportunities for synergy,
collaboration, and innovation. https://www.jointcommission.org/assets/1/18/TJCImprovingPatientAndWorkerSafety-Monograph.pdf
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Appendix J
Gap Analysis
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Appendix K
Root Cause Analysis (Fishbone Diagram)
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Appendix L
Project Charter
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Appendix M
Gantt Chart

Project Milestones
Identification of WPV Prevention Program EBP
Guidelines & Measures
Literature Review
Stakeholder Analysis & QI Team Building
Key Informant Interview s
Organizational & Microsystem Needs Assessments
Assess Policy (regulatory compliance &
accreditation standards)
Assess Protocol (VRA screening tool, process
map, front-line EBP, communication, documentation)
Gap Analysis
Gather demographic data for participants and
intervention units
Staff Pre-intervention Tests
Staff Education & Training Course
Staff Post-Intervention Tests
Education Evaluation Surveys
Project Evaluation, Data Analyses, & CQI
Project Feedback & Adjustments

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

Apr

Mar

Feb

Jan

Dec

Nov

Oct

Sep

2020
Aug

Jul

Jun

May

Apr

Mar

Feb

2019
Jan

Gantt Chart
Workplace Violence: An Urgent Call for
Integrated Staff Education in Acute Care
Hospitals
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Appendix N

Integrated Workplace Violence Prevention Staff Education Course
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Appendix O

Team STEPPS – I PASS (the) BATON Model of Communication

Adapted from Agency for Healthcare Research and Quality. (2013). TeamSTEPPS: Team strategies & tools to
enhance performance and patient safety. https://www.ahrq.gov/teamstepps/index.html
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Appendix P
Pre- and Post-Intervention Surveys
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Appendix Q
Staff Education Evaluation Form
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Appendix R
Work Breakdown Structure
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Appendix S
Driver Diagram

Primary Drivers

Secondary Drivers
Policies

Regulatory
Compliance

AIM

Accreditation
Standards

Decreased
Risk Management

Workplace
Violence

Quality Control

Education &
Training

Code Gray Policy Review /
Revision

Protocols

Code Gray Protocol Review /
Revision

Evidence-based Practice

Violence Risk Assessment

Standards of Practice

Multidisciplinary Consultation

Nursing Standards

Trauma-Informed Care

Legal & Ethical Standards

Dual Patient and Staff Safety

Incident Reporting Procedures

Violence Risk Assessment

Documentation

ERS, EHR, Incident Reports

Environmental Hazards

Safety Precautions

Process Improvement

IHI Family of Measures

Data Collection

PDSA, Staff Surveys, Evals

Simulation-based Training

Team Communication

Evidenced-based Practice
Prevention and De-escalation

Culture

Specific Ideas to Test or
Change Concepts

Risk factors, Signs, Symptoms
Best Practices
Leadership Support

Organizational Readiness

Fair Staff Representation

Zero Tolerance

Clear Expectations

Urgency &Transparency

Open Door Policy
Coping Strategies
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Appendix T

Communication/Responsibility Matrix

Communication/Responsibility Matrix
Project Activity
Policy Review &
Development

Audience
Executive Leadership, Director
WPV Prevention Program

Medium

Frequency

In-person / Email

Once monthly

In-person, Staff
Surveys via
SurveyMonkey

Education & Training
Documentation

Director WPV Prevention
Program, TAT, Nursing
Management, Front-line Staff
Clinical Education, Front-line
Staff
QAPI Team, Risk Management

In-person
In-person / Email

Once monthly
& as needed
Biweekly / as
needed
Once monthly

Feedback &
Adjustments

All QI Team

In-person / Email

As needed

Protocol Review &
Development
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Appendix U
SWOT Analysis

Strengths
Increased patient and staff
safety
Better patient outcomes
Staff & Patient satisfaction
Evidence-based value

Leadership support
Shared governance
Community trust

Weaknesses
Cost of education, training, &
materials; increased
management resources
Change requires sustained
committment
Lack of existing policy &
protocol, urgency, &
transparency
Lack of reporting

Opportunities

Threats

Anticipate regulatory
mandates

Increased violence in society

Adhere to accreditation
standards
Utilize immediate, low cost,
high impact tools

Expert consultation
Cost mitigation

Strained mental health
services
Lack of adequate or
enforcable legislation
Increased access to firearms
and weapons
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Appendix V
Budget, Cost-Benefit, and Return on Investment Analysis
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Appendix W
Cost-Effectiveness Analysis

COMPARATIVE COSTS

CURRENT STAFF
EDUCATION

PROPOSED
STAFF
EDUCATION

DIRECT COSTS (ESTIMATED)

ANNUAL

YEAR 1

Staff Education and Training

$95,200

$4,080

Annual Staff Simulation Drills

N/A

$4,080

Annual Computer Training Module

N/A

$4,080

Technology Training Development

N/A

$1,000

Educator Adjusted Salary & Certs

$6,200

$3,100

Training & Unit Materials

$1,000

$200

Organizational Evaluation Costs

$5,000

$2,500

$107,400

$19,040

TOTAL COSTS

82.3%
Decrease in
Budget
Capital
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Appendix X
Data Set
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Appendix Y

Signed Statement of Non-Research Determination Form
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Appendix Z
Letter of Support from Organization
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Appendix AA
Data Collection

Data Collection
Job Title
Unit
Coded
Staff
Coded
(Charge
Participant
(SICU = 1,
RN = 1, RN
PCU = 2)
= 2)

1
2
3
4
5
6
7
8

2
1
2
2
2
2
2
2

1
2
2
2
2
1
1
1

Level of
Years of
Education
Experience
PrePostPostCoded
PreCoded (<1
Intervention Intervention
Intervention
(ASN/Dipl
Intervention
= 1, 1-2 = 2,
Knowledge Knowledge
Attitude
oma = 1,
Attitude Score
2-5 = 3, >5
Score
Score
Score
BSN = 2,
= 4)
MSN = 3)

4
4
3
3
4
4
4
4

1
2
3
3
2
1
2
3

88
43
67
57
47
73
82

98
92
53
90
51
96
98
98

100
61
28
58
40
47
52

81
85
41
48
64
45
70
71
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Appendix BB
Data Analyses

Staff Knowledge
Workplace Violence Prevention

Clinical Competence in Coping with Aggressive Patients

t-Test: Paired Two Sample for Means

t-Test: Paired Two Sample for Means

PrePostIntervention
Intervention
Knowledge
Knowledge
Score
Score
Mean
65.28571429
89
Variance
292.9047619
291
Observations
7
7
Pearson Correlation
0.311696325
Hypothesized Mean Difference
0
df
6
t Stat
-3.129662399
P(T<=t) one-tail
0.010166671
t Critical one-tail
1.943180281
P(T<=t) two-tail
0.020333343
t Critical two-tail
2.446911851
*Outlier data without ordinal values are excluded

PrePostIntervention
Intervention
Attitude
Attitude
Score
Score
Mean
55.14285714
66.28571429
Variance
516.1428571
232.5714286
Observations
7
7
Pearson Correlation
0.73922856
Hypothesized Mean Difference
0
df
6
t Stat
-1.917131365
P(T<=t) one-tail
0.051838841
t Critical one-tail
1.943180281
P(T<=t) two-tail
0.103677683
t Critical two-tail
2.446911851
*Outlier data without ordinal values are excluded

Staff Attitudes
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Appendix CC
Pearson Statistical Correlations
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Appendix DD

Key Findings Related to Staff Knowledge

Knowledge Scores By Question
PrePostPoint
Intervention Intervention
Value
Score
Score
Change
Question 11
15.0
8.3
12.4
4.1
Question 12
20.0
11.4
16.9
5.5
Question 13
2.0
1.7
1.9
0.2
Question 14
3.0
2.9
2.6
-0.3
Question 15
3.0
2.7
2.8
0.1
Question 16
2.0
1.9
1.8
-0.1
Question 17
1.0
0.4
0.6
0.2
Question 18
1.0
1.0
1.0
0.0
Question 19
1.0
0.9
0.9
0.0
Question 20
1.0
0.9
0.6
-0.3
Total Points
49.0
32.1
41.5
0.9
Average % Score
65.5
84.7
19.2
% change
29.4%
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Appendix EE

Key Findings Related to Staff Attitudes
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Appendix FF

Anecdotal Findings Related to Current WPV Prevention Organizational,
Clinical, and Administrative Practices
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Appendix GG

Anecdotal Findings Related to Open-Ended Participant Feedback

Participant Feedback
Policy clarification needed re: definition of WPV and which types of incidents to report via iReport
Protocol clarification needed re: safety precautions (green sign) and EPIC banner initiated by manager
Protocol clarification needed re: roles/responsibilities of security team, nursing staff, and management
More manager and physician support needed to initiate / approve safety precautions for violent patients
More physician education needed via MedStaffing re: initiating safety precautions for violent patients
Team communication could be improved about aggressive patients (i.e., whiteboards, huddles, hand-off
reports, incident debriefings
Patients should be aware of code of conduct expectations with management support
A behavioral rapid response team (BRRT) (i.e., WPV prevention champions/experts) and increased social
worker presence on the units would be helpful for staff managing care for patients with high-risk for
violence
Organization should emphasize location and use of peer support resources for staff physically and/or
emotionally impacted by WPV events
More simulation-based trainings needed to refresh skills
More education about special behavioral health populations and trauma-informed care
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Appendix HH

Results of Staff Education Evaluation Forms
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